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PATTERNS OF HEALTH CARE UTILIZATION, LEVELS OF 
HEALTH KNOWLEDGE AND HEALTH ATTITUDES IN A 
RURAL OKLAHOMA COMMUNITY
CHAPTER I 
INTRODUCTION
Health problems a r is in g  from the unequal d i s t r ib u t io n  o f  heal th  
care services have won the increasing a t te n t io n  of  the nation over the  
past twenty to  t h i r t y  years ( I ) .  The condi t ion whereby heal th  services  
are not adapted to  current social  condit ions is re fe rred to  as “c u l tu ra l  
l a g . "  While the lag in heal th  serv ices has a f fec ted  America as a whole,  
i t  has been most extreme in the rura l  sections of  our country.  Today 
i t  is c le a r  tha t  the b e n ef i ts  o f  modern heal th  care are much more 
a v a i l a b l e  in c i t i e s  than they are in rura l  areas.  There have been many 
opinions voiced as to  the cause of t h is  d i s p a r i t y .  A few of the key 
fac to rs  are:  (a) medical f a c i l i t i e s  have fol lowed the population s h i f t
from rura l  to  urban areas; (b) wealth has tended to concentrate in the 
urban areas ,  and many rura l  areas are  character ized by poverty and sub­
s is tence  l i v i n g .  Therefore ,  the physician bel ieved tha t  he was able  to  
make a b e t t e r  income in urban than in rural  p ract ic e  and as a r e s u l t ,  
even in prosperous rural  areas ,  there  has been great d i f f i c u l t y  in 
r e c r u i t in g  and re ta in in g  physicians.  The Committee on Rural Medical
1
2Service (2) found that  Inadequate Income and economic fac tors  were not 
a pr inc ipa l  cause of the shortage o f  medical personnel in rura l  areas;
(c) medical care has become more complex and expensive.  Hosp i ta ls ,  
technical  equipment, and sp ec ia l ized  paramedical personnel are  consid­
ered more and more essent ia l  to  adequate care .  These are resources 
th a t  could be supported only in urban centers;  (d) the cost o f  medical  
education has increased so th a t  increasingly only youths from w e l l - t o -  
do c i t y  fa m i l ie s  could enter  medical school. With th is  kind o f  social  
background I t  Is not l i k e l y  th a t  young physicians would s e t t l e  in a 
rura l  community.
Differences have a lso  been noted in the heal th status o f  the  
residents o f  urban and rural  areas.  During World War I I ,  i t  appeared 
th a t  d r a f t  re je c t io n  rates fo r  physical  and mental defects were higher  
among rural  youth ( 2 ) .  In fan t  and maternal m o r t a l i t y  rates and deaths 
from most of  the preventable diseases are  higher in rural  areas than in 
large c i t i e s .  Although not conclusive,  data also suggest tha t  the 
frequency and duration of i l ln e s s  is higher  f o r  rural  populat ions.
While both urban and rural  heal th  have improved over the past f i f t y  
years ,  the ra te  o f  improvement of  rura l  heal th  has been appreciably  
slower (2 ) .
Discrepancies also e x is t  between urban and rural  regions wi th  
respect to heal th serv ices ,  e spe c ia l ly  in:  (a) heal th  personnel,
(b) health f a c i l i t i e s ,  (c) adequate f in a n c ia l  support o f  serv ices ,  and
(d) q u a l i t y  o f  serv ices .
Since the beginning o f  modern medicine, rural  areas have 
experienced d i f f i c u l t y  a t t r a c t in g  and keeping q u a l i f i e d  medical
3manpower ( 3 ) .  Despite the greater  ease of  t ranspor ta t ion  and communica­
t ion  there is a large d is p a r i t y  between physic ian-popuiat ion ra t ios  in 
urban and rura l  areas.  In I960 ,  f o r  example, there was an average of  
158.A non- federa l  p ra c t ic in g  physicians per 100,000 populat ion in large  
metropoli tan counties compared to an average of 47.4 p ra c t ic in g  physi ­
cians per 100,000 populat ion in iso la ted  rura l  areas ( 4 ) .  S i m i l a r l y ,  
the rura l  areas are  supplied w i th  p ropor t iona te ly  smaller  numbers of  
d e n t is t s ,  nurses,  technic ians,  and every other class o f  heal th  personnel,  
except possibly ch iropractors  ( 5 ) .
Public heal th  departments in rura l  areas are usual ly poorly  
financed and badly understaf fed .  In many rura l  areas heal th  departments 
are non e x is te n t .  Laboratories and pharmacies are proport ionate ly  
fewer in rural  sections .
Rural areas are also served by fewer general and special  hos­
p i t a l  beds. Rural hosp i ta ls  have been b u i l t  over the years p r im ar i ly  
through local  community e f f o r t s .  The lower income of rural  sections has 
meant less funds and fewer hosp i ta l  beds proport ionate  to populat ion  
than in c i t i e s .  The rura l  d e f ic ie n c ie s  have been greatest  in general  
hospi ta ls  under the contro l  o f  n o n -p ro f i t  and governmental agencies.  
Programs of medical care fo r  the needy are more meagerly supported in 
rura l  counties than in la rg er  c i t i e s .  Community Chest and other c h a r i ­
ta b le  sources of  funds f o r  medical care to the medical ly indigent tend 
to  be meager in rural  areas.  Hospita l  ou tpa t ien t  departments and wards 
fo r  inpatients  which g ive f ree  or low cost care to  low income persons in 
the big c i t i e s  are usual ly  unava i lab le  in most rural  d i s t r i c t s .
For many years i t  has been recognized tha t  the handicaps of
4rura l  medical resources in personnel and f a c i l i t i e s  have y ielded an 
i n f e r i o r  q u a l i t y  of  s erv ice  f o r  rura l  people ( 5 ) .  Many rura l  physicians  
do not have the b e n ef i ts  o f  professional  s t im u la t io n  o f  col leagues and 
post-graduate medical educat ion.  Per iod ic  re-examinat ion o f  physicians  
f o r  new l icensure  has been suggested as a device to encourage rura l  and 
urban doctors to keep abreast o f  new developments. Group-practice has 
been suggested as another means of i n t e l l e c t u a l  professional  s t im u la t io n .  
However, group p ra c t ic e  is lo c a l i z ed  in urban areas where s p e c ia l i s ts  
are concentrated.
I t  is obvious that there is no s in g le  so lu t io n  to the heal th  
care problems o f  rura l  areas.  I t  is increas ingly  apparent tha t ap­
proaches to r e l i e v in g  these problems must be ecological  in nature and 
adaptable to  the changing physical and socia l  environment in which men 
1 ive.
L i t e r a t u r e  Review
No c le a r -c u t  l i n e  separates rura l  heal th  problems from urban 
health problems or  rura l  medical care from urban medical care.  As 
heal th  and medical care become more.and more c e n t r a l i z e d  in the urban 
areas,  how does th is  a f f e c t  the hea l th  care a v a i l a b l e  to  the people in 
a small rura l  community? What are t h e i r  heal th  care u t i l i z a t i o n  p a t ­
terns? What is t h e i r  level  o f  heal th  knowledge? What are t h e i r  a t t i ­
tudes toward i l ln e s s  and heal th  care professionals? What socia l  and 
c u l tu ra l  fac tors  in f luence  the patterns of  heal th  care u t i l i z a t i o n ,  
heal th  knowledge and a t t i t u d e s  among rura l  residents?
A review o f  the l i t e r a t u r e  p e r t in e n t  to these questions points 
to a need for  viewing heal th  as a process. We are enter ing  a period in
5which medicine and the socia l  sciences need to  work together In an In­
creasing degree.  Contemporary disease patterns require  a d r a s t ic  change 
In s o c ie ty 's  methods o f  providing heal th  care fo r  the p u b l ic .  The In ­
t r i c a t e  balance o f  b i o l o g i c a l ,  phys ica l ,  socia l  and psychological  
fac to rs  In the I n d iv id u a l 's  to t a l  environment needs to be taken In to  
account simultaneously when considering the d e f i n i t i o n s  of  heal th  and 
i l l n e s s .  Man, his heal th  and his environment comprise a complex system 
made up o f  several  Interdependent sub-systems, i . e . ,  b i o l o g i c a l ,  
ph y s ic a l ,  socia l  and psychological  ( 6 ) .  Factors In the physical  en­
vironment act  d i r e c t l y  or In d i r e c t l y  on the hea l th  o f  man, often re ­
s t r i c t i n g  his socia l  development. While the b io lo g ic a l  environment 
includes a l l  l i v in g  agents which a f f e c t  man's h e a l th ,  the dominant fe a ­
tu re  o f  th is  environment Is the system of food chains which Includes 
a l l  plants and animals along wi th man. The p a r t i c u l a r  part  o f  the en­
vironmental  complex which ar ises  from assoc iat ion  o f  man w ith  his fe l low  
man Is recognized as the socia l  component. Dobzhansky (7) accords the 
socia l  component a primary ro le  among Inf luences a f f e c t in g  h e a l th .  Of 
p a r t i c u l a r  Importance are the In te r r e la t io n s h ip s  between the socia l  
environment and hea l th  problems. Poverty ,  poor housing,  a i r  p o l l u t i o n ,  
a lcohol ism, mental d isorders ,  chronic diseases,  crime and delinquency  
and venereal  disease are  not separate problems, and t h e i r  Interdependent  
e f f e c t s  need special  a t t e n t io n .  At th is  time there  is s t i l l  some 
resis tance  among both laymen and heal th professionals  to considering  
the t o t a l  environment in the e t io lo g y  o f  disease:. I r o n i c a l l y ,  social  
and c u l t u r a l  fac tors  themselves are la rge ly  responsible fo r  th is  
res is tance .  The value  system o f  a socie ty  helps to  shape the publ ic
6a t t i t u d e s ,  b e l i e f s  and behavior in regard to heal th  and i l l n e s s ,  and 
heal th i n s t i t u t i o n s  r e f l e c t  s o c ie ty 's  d e f i n i t i o n  of  what const i tu tes  an 
acceptable and appropropr late  organizat ion  of  heal th  a c t i v i t y .  However, 
we are now witnessing changes in the a t t i tu d e s  and b e l i e f s  o f  the people 
toward h e a l th ,  and heal th  i n s t i t u t io n s  have been slow to  adapt to  chang­
ing s oc ie ta l  needs.
In an analysis  o f  the concept of the evo lut ion  of  heal th care ,  
Anderson and Rosen (8) d e l in e a te  s ix  patterns o f  disease over the past 
1,000 years:  (a) leprosy and plague; (b) louse-borne disease and syphi­
l i s ;  (c) g a s t r o in te s t in a l  diseases; (d) tuberculosis  and the communicable 
diseases o f  chi ldhood; (e) card iovascu lar ,  renal diseases,  malignant  
neoplasms, and accidents;  and ( f )  psychosomatic diseases.  Social  and 
c u l tu ra l  fac tors  have become increasingly  important in the patterns of  
disease as they have changed throughout human h is t o r y .  Dubos (9) has 
suggested a broad view of heal th  and disease in which disease is consid­
ered an expression of man's d i f f i c u l t y  in adapting to  his environment.  
Diseases today are c h i e f l y  man-made, re su l t in g  from the things man does 
to  h imself  and what he does to  his environment.  P a r a l l e l in g  these 
changing patterns o f  disease,  Gregg (10) d iv ides the h is to ry  o f  heal th  
into three  major eras: (a)  the era o f  a u t h o r i t y — from a n t iq u i t y  to the
beginning of medical science; (b) the era o f  research,  experimentation  
and treatment o f  s p e c i f i c  disease; and (c) the era o f  ecology— the cur­
rent era in which the whole p a t ie n t  and the community, ra ther  than the 
disease i t s e l f ,  become the focus of medical a t t e n t io n .
As the acute communicable diseases have been brought under 
c o n t r o l ,  there  has been a corresponding increase in the importance o f
7the chronic degenerative diseases. Social factors  are e spec ia l ly  Im­
portant  In the e t io lo g y ,  treatment and prevention o f  these l a t t e r  
diseases (J 1 ) .  S p ec i f ic  In fect ious agents are being replaced by socia l  
and psychological  processes as "causes" of  disease whi le  changes In one's 
way o f  l i f e  have become a c ru c ia l  fac to r  In the treatment of  chronic 
diseases. In a d d i t io n ,  the "stress"  o f  modern l i v in g  and the weakening 
o f  In s t i t u t io n s  and sources of  social  support have Increased the Import­
ance of mental I l ln e s s  as a heal th  problem. The r is in g  Incidence of  
alcoholism and drug use are a lso symptoms of th is  trend. In recent 
years In te r e s t  has grown In the study o f  the behavioral  aspects o f  
heal th  problems. A l l  of  the environmental factors  (s o c ia l ,  b io l o g i c a l ,  
physical)  must be viewed wi th an open-system model of  m u l t ip le  causal ­
i t y .  According to  th is  model, social  factors  are analyzed as only one 
part  o f  a complex causal mechanism In which no s in g le  fa c to r  Is a s u f ­
f i c i e n t  explanation o f  the occurrence o f  disease.  The acceptance of  an 
open-system, mult i -causal  model of  t r a d i t i o n a l  medical and heal th  re ­
search Is of  basic Importance to  écologie research (12 ) .  Today social  
causal factors  are q u a l i f i e d  as being predisposing,  co n t r ib u t in g ,  or  
p r e c i p i t a t i n g ,  and the disease process Is viewed as Involving a m u l t l -  
causal network. Even w i th in  th is  network the reaction o f  any fa c to r  
may also be dependent upon other  factors being present.  I t  should not 
be forgotten tha t  socia l  causal factors are usual ly  found In conjunction  
with  b io lo g ica l  and physical  v a r ia b le s .  Most current theor ies concern­
ing the process through which social  factors become re la ted  to  disease  
hypothesize tha t  socia l  factors  a f f e c t  the disease s ta te  only In d i r e c t l y  
e i t h e r  through stress s i tua t ions  that produce emotional reactions
8accompanied by physiological  change, or through changes in the indiv idua l  
him sel f  th a t  make him more susceptib le  to the disease (1 3 ) .  Although 
environmental  factors  can have d i r e c t  pathologica l  e f f e c t s ,  the more 
common s i t u a t io n  is that disease and incapacity  a r is e  from the response 
of  the body or mind to  the detr imental  forces ( 9 ) .  In other words,  
disease is usual ly  a reaction t o ,  ra the r  than a d i r e c t  e f f e c t  o f ,  the  
adverse st imulus.
Gregg (10) has said tha t disease represents a maladjustment of  
the human organism to  his environment.  When th is  maladjustment is due 
to socia l  factors  in the environment,  as i t  is fo r  many of the chronic 
and mental d isorders ,  then how man l iv e s  becomes as important as where 
he l ives  in determining his s ta te  o f  h e a l th .  The importance o f  these 
socio-environmental  condit ions fo r  man's heal th  can be seen in the higher  
rates o f  disease,  higher in fan t  m o r t a l i t y ,  and lower l i f e  expectancy 
found in the slums o f  urban areas ( 1 4 ) .  Paris and Dunham ( 1 5 ) ,  in one 
o f  the e a r l i e s t  ecological  studies o f  mental i l l n e s s ,  s ta ted  tha t  high 
rates o f  f i r s t  hospi ta l  admissions fo r  a number o f  psychoses were found 
in areas character ized by low socioeconomic status and high re s id e n t ia l  
m o b i l i t y .  Hol l ingshead and Redlich (16) found that one's socia l  class 
was in t im a te ly  re la ted  to  the type o f  mental i l ln e s s  he experienced and 
the type o f  treatment he rece ived.  Other studies have investigated the  
r e la t io n s h ip  of  social  factors  to hear t  d isease,  cancer,  and a r t h r i t i s  
(1 7 ) .
T r a d i t i o n a l l y ,  heal th  studies have been concerned w i th  d i f f e r ­
ences in disease rates according to  sex,  age, and race. More recent ly  
health surveys have begun to  c o l l e c t  data on such add i t iona l  factors  as
9socia l  c la s s ,  education,  occupation,  m a r i ta l  s ta tu s ,  r e l i g i o n ,  fami ly  
composit ion,  and organ izat ion  membership. One o f  the factors rece iv ing  
the greates t  a t t e n t i o n ,  and which has proven essent ia l  in understanding  
heal th  as a socia l  process,  is socioeconomic s ta tu s .  As one o f  the major 
indicators  o f  where and how people l i v e ,  socioeconomic status could be 
expected to  inf luence the e n t i r e  disease process from exposure to  patho­
genic agents to resis tance  to  them. Equally important is the e f f e c t  of  
socioeconomic s ta tus  on the in d iv id u a l 's  d e f i n i t i o n  o f  what const i tu tes  
i l l n e s s ,  his  heal th  care u t i l i z a t i o n  p a t te r n s ,  his level  o f  heal th  
knowledge, and the medical treatment he receives (18,  19, 2 0 ) .
Koos (21) found tha t  lower socioeconomic groups were less 
l i k e l y  to  perceive  symptoms such as loss o f  a p p e t i t e ,  loss of weight ,  
p e rs is te n t  backache and continued cough as needing medical a t t e n t io n .
He also reported th a t  the h igher  the socia l  c la s s ,  the h igher  the per ­
centage of  the fa m i l i e s  having a fami ly  physic ian .  Ind iv idua ls  in the  
lower socioeconomic classes were also more l i k e l y  to use non-medical  
personnel such as chi ropractors  f o r  heal th  problems. The use o f  den­
t i s t s  was s u b s t a n t ia l l y  more common among the upper socioeconomic 
classes than among the lower c lasses.
There are  a wide range o f  v ar iab les  re la ted  to use o f  medical 
care.  Anderson (22) has s ta ted  th a t  the use o f  heal th  services is 
b a s ic a l ly  a function o f  age and sex.  A v a i la b le  age and sex rates in d i ­
cate th a t  u t i l i z a t i o n  is lower fo r  males than females and increases wi th  
age. Regarding the use of  physicians i t  has been reported th a t  the  
usage pa t te rn  is U-shaped w i th  the g reates t  usage in age groups under 
f i v e  and over 65- Ross (23) postulated a re la t io n s h ip  between v i s i t s
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to a physic ian,  fami ly  income and education.  Famil ies with  low income 
and educational  leve ls  paid fewer v i s i t s  to  physicians f o r  prevent ive  
medical serv ices such as prenatal  and postnatal  care ,  physical exams 
and immunizations than did those with h igher  incomes and educational  
le v e ls .
Gregg (24) observed th a t  persons from lower socioeconomic 
classes make less use o f  medical and dental  f a c i l i t i e s  than do persons 
from the upper socia l  c lasses.
Mechanic (25) stated th a t  use o f  medical f a c i l i t i e s  and services, 
depends b a s i c a l l y  upon two fa c to rs :  (a) the a v a i l a b i l i t y  of  care ,  then,
i f  i t  is a v a i l a b l e ,  and (b) the w i l l in g n e ss  to use the serv ice .  The 
w i l l in g n ess  to use serv ices is inf luenced not only by economic f a c to r s ,  
but also by heal th  a t t i tu d e s  and behav ior ,  heal th  knowledge, a t t i tu d e s  
toward i l ln e s s  and heal th  agencies,  a b i l i t y  to recognize symptoms and 
socia l  and c u l tu r a l  d e f in i t io n s  of  h e a l th .  A l l  o f  these factors  are 
t i e d  to the in d iv id u a l 's  l i f e  s t y le  or socioeconomic c lass .  Mechanic 
noted th a t  most data on u t i l i z a t i o n  showed a d i r e c t  re la t io n  between 
socioeconomic status and usage.
In o ther  studies  a f f e c t in g  the decision to seek medical care ,  
Cobb (26) disclosed th a t  educat ion,  f e a r ,  socia l  c lass ,  and l i f e  s t y le  
were the major forces c o n tr ibu t ing  to  p a t ie n t  delay in treatment f o r  
cancer. The more h igh ly  educated and the upper social  classes were less 
l i k e l y  to .d e la y  seeking heal th  care.  A nationa l  study on heal th  b e l ie fs  
(40) found th a t  low socia l  classes were less accurate in t h e i r  perceived  
seriousness o f  symptoms and t h e i r  s u s c e p t i b i l i t y  to disease than were 
higher socia l  classes.
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Frîedson (27) and Davis (28) re la ted  the . Importance o f  the  
p a t le n t -p h y s le i  an re la t io n s h ip  In an in d iv id u a l 's  decision to  seek and 
continue heal th  care.  Low socioeconomic groups had more d i f f i c u l t y  
es ta b l is h in g  a comfortable re la t io n s h ip  w i th  the physician and were 
more suspicious o f  medical care  than were the upper socia l  classes.
Suchman ( 2 9 ) ,  in a study r e la t i n g  socia l  s t ru c tu re  to medical 
o r i e n t a t i o n ,  s ta ted t h a t  lower socia l  classes were more parochial  and 
less s c i e n t i f i c a l l y  or ien ted  toward heal th  and medical care and were less 
l i k e l y  to use medical serv ices .  He also found less knowledge about 
disease,  h igher  skept ic ism toward medical care ,  and g reater  dependency 
in i l ln e s s  among lower socioeconomic groups and minor i ty  groups.
in a study o f  publ ic  knowledge about heal th  and i l ln e s s ,  edu­
cat ion was found to  be the prime fa c to r  re la ted  to  knowledge; women gen­
e r a l l y  had more heal th  knowledge than men; and knowledge and age were 
inversely  re la te d  ( 3 0 ) .
Samora, Saunders, and Larsen (31) In a c a r e f u l l y  contro l led  
experiment on knowledge o f  medical terms among hospi ta l  o u t -p a t ie n ts  
reported th a t  education and age were the most important var iab les  in 
being well  Informed on medical terms. Education was d i r e c t l y  re la ted  
to knowledge whi le  age was Inverse ly  r e la te d .
Graham (19) sta ted most studies show the greates t  amount of  
I l ln e s s  In the lower socioeconomic c lass;  however, th is  group Is h o s p i t ­
a l i z e d  leas t  and consults physicians less.  He found only small d i f f e r ­
ences between the soc ia l  classes In a study conducted In B u t le r  County,  
Pennsylvania.
Apple (18) found tha t  laymen defined I l ln e s s  as some ai lment
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of recent onset that  in te r fe r re d  with t h e i r  usual a c t i v i t i e s .  Lower 
social  classes were less l i k e l y  to define  chronic ailments as i l lness  
and more l i k e l y  to delay seeking help for  these condi t ions.  Mechanic 
( 32) out l ined  several  v ar ia b les  tha t  a f f e c t  he lp-seeking in i l ln e s s ;  
among these were: (a) information the indiv idual  had about i l l n e s s ,
(b) a v a i l a b i l i t y  of  treatment resources,  and (c) the socia l  character ­
i s t ic s  o f  the in d iv idua l .
Koos' f ind ings (21) led to  the formulat ion o f  the present study.  
He conducted an extensive  heal th survey in a community in the North­
eastern United States o f  approximately 6,000 -  8,000 populat ion.  The 
study was designed to  determine what the people in the community thought 
and did about heal th  and i l l n e s s .  He interviewed about 500 households 
to determine i l ln e s s  experience; use of  physic ians ,  h o s p i ta ls ,  dent is ts  
and medical personnel; a t t i tu d e s  about heal th  care;  and a b i l i t y  to 
recognize symptoms as needing medical a t t e n t io n .  S ig n i f i c a n t  d i f f e r ­
ences were found between the socia l  classes wi th respect to these areas.
The primary purpose of the present study was twofold:  (a) to
r e p l i c a t e  port ions o f  Koos' study in a small rural  Oklahoma community 
which is r e l a t i v e l y  iso lated from medical care serv ices; and (b) assess 
the impact and projected u t i l i z a t i o n  of  a recently  establ ished heal th  
center in the community. I t  was f e l t  th a t  these data might be valuable  
in planning community heal th  centers in other rural  areas.
Background o f  Present Study 
Ref lect ing  a v i t a l  in te re s t  in the rural  hea l th  care problem 
the Un ivers i ty  o f  Oklahoma Medical Center i n i t i a t e d  "Pro ject Responsibi­
l i t y . "  The philosophy underlying th is  p ro jec t  was presented before  the
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19th National  Conference on Rural Health sponsored by the American Medi­
cal  Associa t ion 's  Council on Rural Health at  Colorado Springs,  Colorado,  
March 1 '^, 1966 ( 3 3 ) .  In summary the philosophy was th a t :
A v a i la b le  medical and heal th  services are as essent ia l  to  
l i v i n g  in the sem i- iso la ted  rural  areas as they are in the 
large  urban areas.  Although fa m i l ie s  in rura l  communities 
want,  need and expect to  have heal th  services a v a i l a b le  
w i th in  a reasonable measure o f  t ime and d is tance ,  i t  was 
found th a t  there  were many communities and even large areas 
of  Oklahoma where there  were no medical doctors.  A l l  e v i ­
dence indicated the same to  be t rue  fo r  many o th e r ,  i f  not 
most s ta te s .  Why? The answer is complex, but some reasons 
are  obvious.
Twenty years ago almost every fami ly  had access to a 
fam i ly  doctor who was revered as an in d iv id u a l .  Then came 
astonishing medical s c i e n t i f i c  advances, s p e c i a l i z a t i o n ,  
i n d u s t r i a l i z a t i o n ,  a s h i f t  o f  the young from rural  to  urban 
l i v i n g ,  more and la rg e r  hospi ta l  and medical centers ,  b e t te r  
roads and t r a n s p o r ta t io n ,  the populat ion explosion and many 
other  f a c to r s .  A survey o f  se lected counties in New York,  
reported by the Committee on Rural Medical Serv ice ,  showed 
tha t  the major causes o f  physician d is s a t i s f a c t io n  wi th  
rura l  p ra c t ic e  included such problems as long, unre l ieved  
working hours,  inadequate time to study or to attend meet­
ings, lack o f  hosp i ta l  appointments,  and the lack o f  edu­
cat ion s t im u l i  g e nera l ly  found around h o s p i ta ls ,  medical 
centers and c l i n i c s .  I t  seemed apparent th a t  income and 
economic fac tors  had l i t t l e  to  do w i th  p h ys ic ians#d issa t is ­
fa c t io n  w i th  rura l  p ra c t ic e  (3 3 ) .
In 1964, Dr. James L. Dennis, Dean o f  the U n ivers i ty  of 
Oklahoma Medical School, a f t e r  making an overview of medical serv ices in 
Oklahoma, issued a statement o f  the mission and medica l -socia l  responsi­
b i l i t i e s  o f  the Medical Center.  Dr. Dennis presented "Pro jec t  Responsi­
b i l i t y "  which was set  out as a four phase program as a means o f  meeting 
these r e s p o n s i b i l i t i e s  (3 3 ) .  Phase one would inventory heal th  personnel 
in the S ta te  and i d e n t i f y  areas o f  shortage.  Phase two would pro ject  
current and a n t ic ip a te d  heal th  needs o f  the S ta te .  Phase three  would 
re -eva lua te  the Medical School curriculum and t r a in in g  program based on
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the e x is t in g  heal th  needs. Phase four would provide a p i l o t  program to 
supply medical services to a rura l  area based on the modern concept of  
fam i ly  medicine. The purpose was to study and gain fac ts  on how to  
e f f i c i e n t l y  provide high q u a l i t y  heal th  care in a rura l  s e t t i n g ,  to  
a t t r a c t  and keep fa m i ly  physicians in rura l  areas ,  and to develop a 
U nivers i ty  approved program in fa m i ly  medical care .  The Wakita Commun­
i t y  Health Center evolved from phase four  o f  the program. This heal th  
f a c i l i t y  ca l led  fo r  a fo r ty -seven  bed nursing home and extended care 
f a c i l i t y ,  a seven bed hospi ta l  fo r  acute but non*surgical  i l l n e s s ,  an 
emergency room, an o b s te t r i c a l  d e l iv e r y  room, labora to ry  and x - ra y  f a c i l '  
i t i e s ,  o f f i c e  and o u t - p a t ie n t  c l i n i c  f a c i l i t i e s  fo r  three  physicians,  
and a pharmacy a l l  under o n e . r o o f . Surgical  pa t ien ts  and serious cases 
would be transported to the nearest approved compietel  y equipped and 
s ta f fe d  h o s p i ta l .  The physicians would have teaching appointments a t  
the Medical Center and would re tu rn  r e g u la r ly  fo r  teaching and learning  
experiences.  The three  physicians were to be an i n t e r n i s t ,  a p e d i a t r i ­
c ian ,  and a w e l l - t r a i n e d  general  p r a c t i t io n e r  whose combined ta le n ts  
would provide comprehensive fam i ly  medical care .  The p ro je c t  was en­
dorsed by the Oklahoma Chapter o f  the American Academy of General Prac­
t i c e  and the Oklahoma Sta te  Medical Associat ion .
On May 20,  1965, Dr. Thomas C. Points was naitjed coordinator of  
the p r o je c t .  Within  two and one h a l f  months, tw enty - th ree  communities 
had expressed in te r e s t  in the p r o je c t .  Some of the communities were 
el iminated because they present ly  had a physic ian.  Other communities 
were e l iminated  fo r  various reasons u n t i l  there  were only  three  commun­
i t i e s  s t i l l  being considered.  The Medical Center was eager tha t  the 
p ro jec t  be placed in a progressive community th a t  would f u l l y  support
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the center ;  however, they did not want the pro ject to turn In to  a 
bidding contest to see who could ra ise  the most money. A l l  communities 
had assured t4re Wedi-cal Center tha t  they could adequately f inance con­
s t r u c t io n .  Dr. Points v is i t e d  a l l  the communities under considerat ion  
and was impressed wi th  Wakita*s c i v i c  pr ide  and e x c e l le n t  record o f  
community achievement.  Wakita was f i n a l l y  selected  as the s i t e  fo r  the  
center .
The s to ry  o f  Wakita 's  campaign to  be named the s i t e  of  the 
Community Health Center and t h e i r  fund ra is ing  campaign is remarkable.
I t  is an e x c e l le n t  example of  community commitment, c i v i c  p r id e ,  and 
hard work.  Wakita had been without a physician since 1964. P r io r  to  
th a t  t ime they had had a medical doctor fo r  at leas t  twenty years .
There are c o n f l i c t i n g  reports why the l a s t  medical doctor l e f t  Wakita;  
however, there  may be a connection between the seemingly c o n f l i c t in g  
reasons. Poor hea l th  was the reason given by the physician for  leaving  
Wakita ;  the U n iv e rs i ty  o f  Oklahoma Medical Center in i ts  report  on the  
Wakita p ro je c t  said the physician l e f t  because o f  overwork and lack of  
r e l i e f  by another physic ian.  Of course,  both of  these reasons may be 
involved in his decis ion to leave.  In any case the community f e l t  a 
real  need fo r  a physician in the community and set out to r e c r u i t  one. 
They were planning to  b u i ld  o f f i c e  and c l i n i c  space fo r  a physician when 
they heard o f  the U n iv ers i ty  o f  Oklahoma Medical Center 's  plans for  
"Pro jec t  R e s p o n s ib i l i t y . "  Wakita mounted an a c t iv e  campaign fo r  the  
c e n te r ,  headed by Mr. John D. Wi l l iams and Mr. Speed E l l i o t t .  Under the 
leadership o f  these two men, brochures on Wakita and "Project Responsi­
b i l i t y "  were prepared and the idea o f  the center was sold to  the
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community. These two men a lso  presented Waklta 's  plan to the Medical  
Center.  Wakita Industr ies  was formed to help f inance the heal th  center  
and to  a t t r a c t  new Industry to the area .  Wakita Industr ies  sold shares 
o f  stock In the corporat ion and raised approximately $200,000 toward the  
cost o f  the center .  P r a c t i c a l l y  every person In the community and the 
surrounding area bought In to  the p r o je c t .  Most of  them did not expect 
any return on t h e i r  Investment and viewed I t  as t h e i r  r e s p o n s ib i l i t y  to  
t h e i r  community. Revenue bonds fo r  the remaining $400,000 were sold to  
the local  bank and to  banks in Enid and Oklahoma C i t y .  The whole e f f o r t  
was a community p ro je c t  and r e f le c te d  the people's in t e r e s t  and dedica­
t io n  to  solving  t h e i r  hea l th  care problem.
The ground breaking was set  fo r  September 16, 1967. Although 
not f u l l y  completed the dedication  was held In September, 1968, and a f t e r  
many disheartening experiences and f in a n c ia l  setbacks,  the Center was 
completed in December, 1968. A f u l l - t i m e  a d m in is t ra to r ,  Mr. Jim F e is t ,  
was hired in August, 1968.
At the time Information was co l le c ted  fo r  th is  study,  the Center  
was not operat ing a t  i t s  f u l l  p o t e n t i a l ;  th is  was due p r im a r i ly  to the  
short  time the Center had been open and the fa c t  tha t no f u l l - t i m e ,  
permanently located physician had been recru i ted  fo r  the Center.  The,  
physician a t  the Center,  on a temporary bas is ,  was very wel l  accepted by 
the people in the community and was beginning to  fe e l  the pressure o f  no 
r e l i e f .  When the Center obtains a t  leas t  two f u l l - t i m e  physic ians,  i t  
can begin to function according to  i t s  i n i t i a l  plan.
Object ives  and Contr ibut ion  o f  the Present Study
As previously  mentioned i t  is wel l  known th a t  medical and
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health care is becoming more and more cen t ra l i zed  in urban areas.  
Consequently, most studies on heal th u t i l i z a t i o n ,  heal th  knowledge and 
health a t t i tu d e s  have been carr ie d  out in urban or suburban areas.
The primary o b je c t iv e  o f  th is  study was to d e l in ea te  the heal th  
care u t i l i z a t i o n  p a t te rns ,  levels  of  heal th knowledge, and a t t i tu d e s  
toward h e a l th ,  i l ln e s s  and heal th  professionals in a rura l  s e t t in g .  
Results o f  th is  study w i l l  be compared wi th the f indings o f  Koos' (21) 
study in Regionvi1 le to  i d e n t i fy  any s ig n i f i c a n t  d i f ferences or s im i ­
l a r i t i e s  in the usage patterns in two d i f f e r e n t  geographical areas.
Health information data w i l l  be compared with  the resu l ts  o f  a study by 
Samora, Saunders, and Larson in a hospi ta l  s e t t in g  (3 1 ) .  In the author's  
review o f  the l i t e r a t u r e  no study was found th a t  simultaneously examined 
health care u t i l i z a t i o n ,  heal th  knowledge, and heal th a t t i tu d e s  and 
t h e i r  i n te r re la t io n s h ip s .
A secondary ob je c t iv e  o f  th is  study was to gather basel ine  data 
on the heal th  status o f  the community. P r io r  to  th is  work no informa­
t ion  was a v a i la b le  on the heal th  status of  Wakita concerning heal th care 
u t i l i z a t i o n ,  heal th knowledge and a t t i t u d e s ,  immunization, chronic 
diseases,  heal th  insurance,  and health care costs.  Due to the unique 
nature o f  the Wakita Health Center and the in tent ion  of  the Univers i ty  
o f  Oklahoma Medical Center to  u t i l i z e  i t  as a research s e t t i n g ,  th is  
study w i l l  provide base l ine data fo r  subsequent studies which could 
assess the impact and use of  the center over t ime.
The Communi ty
Wakita is a community o f  452 people located in northwest Grant 
County, Oklahoma, about 130 miles northwest o f  Oklahoma Ci ty  and about
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16 miles from Medford on Sta te  Highway l l A ,  in the center o f  a prosper­
ous wheat growing, o i i  and gas producing region (3 4 ) .
Grant County, organized in 1907 when Oklahoma was admitted to  
statehood, was named fo r  President Ulysses S. Grant and covers approxi ­
mately 999 square miles (3 5 ) .  Grant County is located in the extreme 
north centra l  port ion of  Oklahoma bordering Kansas. The populat ion o f  
the county reached i t s  peak o f  18,760 in 1910, but since th a t  time the  
populat ion has cont inua l ly  decl ined (36) and according to  the I960 U.S.  
Census numbered 8 , l 4 0 .  While the county Is a c t i v e l y  engaged in a t t r a c t ­
ing new industry and expansion of e x is t in g  f a c i l i t i e s ,  there  has been 
no s in g le  employer h i r in g  over 100 persons or requir ing  those o f  special  , 
s k i l l s  to move into  the area.  With the present human and natural  resour­
ces such as water ,  natural  gas,  o i l ,  recreat ional  f a c i l i t i e s  and lakes,  
highway t ra n s p o r ta t io n ,  and an a v a i l a b le  labor supply.  Grant County has 
excel lent,  p o te n t ia l  to  move forward.  The per cap i ta  income in 1967 fo r  
Grant County was $4,6o4 which was second highest o f  the 77 counties in 
Oklahoma (3 7 ) .  The average annual r a i n f a l l  is 28.27 inches with  May, 
June, and July being the months with  the highest average r a i n f a l l .  The 
average growing season is 194 days. The mean monthly temperatures range 
from a high of  83.2°F in July to a low o f  36 .0°F  in January (3 5 ) .
Wakita is governed by an e le c te d ,  three-member board o f  t r u s t ­
ees. The board e lec ts  a chairman from i ts  membership who acts as mayor.
in 1966 assessed value o f  property in Wakita was $414,429 and 
the municipal indebtedness was $213,500 (36) .
In the area of  t r a n s p o r ta t io n ,  Wakita is served by the Santa Fe 
Railroad and a f r e ig h t  l ines truck ing company. However, there  is no
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r a i l r o a d  passenger serv ice  or any other publ ic  passenger t ranspor ta t ion  
a v a l l a b le  to Wakita.
F i re  pro tec t ion  is provided by a 12-man vo lunteer  f i r e  de par t ­
ment. A n ight watchman provides the p o l ice  p ro tec t ion .  The town owns 
and operates a natura l  gas d i s t r i b u t i o n  system consist ing o f  s ix  and 
o n e -h a l f  miles o f  l ines  serving the immediate area.  Water is obtained  
from two w el ls  s ix  miles southwest o f  town and a storage reservo i r  wi th  
a capacity  of 260,000 gal lons is located one and o n e -h a l f  miles south­
west of  town. Elevated storage o f  50,000 gal lons is provided in town.
The water supply appears to be adequate fo r  the next twenty years .  The 
sewage c o l le c t io n  system consists o f  a system containing 10- inch ,  Sr inch,  
and 6 - inch l in e s .  A l i f t  s ta t io n  pumps the sewage to  the treatment p lant  
northwest o f  town. Treatment o f  sewage is by bar screen, Imhoff tank,  
t r i c k l i n g  f i l t e r ,  s e t t l i n g  tank,  sludge d ig e s t e r ,  and sludge drying beds.
For the f i v e  years p r io r  to  the establ ishment of  the Community 
Health Center there  was no medical doctor in Wakita or in Grant County; 
however there  were two osteopaths,  one c h i ro p rac to r ,  and three  dent is ts  
with in  the county (35) • Other than the seven beds a v a i l a b le  f o r  non- 
surgica l  cases in the Health Center,  there  are no hospi ta ls  in the  
county.  Persons from Wakita must t ra ve l  to  Enid, 45 mi les ;  B lackwel l ,
40 mi les;  Cherokee, 32 mi les ;  Ca ldwel l ,  Kansas, 31 mi les ;  or Anthony,  
Kansas, 26 miles f o r  h o s p i t a l i z a t i o n .  At the present time there  is no 
organized county heal th  department in Grant County.
Table I shows the age and sex d i s t r i b u t i o n  of  the t o t a l  popu­
la t io n  of  Wakita.  Females outnumber males by about 10 percent .  The 
o v e ra l l  median age,of  the populat ion is 3 7 . 3 ,  34 .7  fo r  males and 40.0
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fo r  females.  The 2k and under and 65 and over age groups make up the 
two la rg e s t  age groups in the community.
TABLE 1
AGE AND SEX DISTRIBUTION OF TOTAL POPULATION 
OF WAKITA, OKLAHOMA
Age Group Tota l  
No. (%)
Male 
No. (%)
Fema1e 
No. (%)
2k and under
25 -  34
35 -  44
45 -  54
55 -  64 
65 and over
175 ( 5 8 . 7) 
41 (9 . 1) 
43 (9 . 5)
59 (13 .1 )  
46 (1 0 .2 )
88 ( 19. 5)
79 (3 8 . 3) 
25 (12 .1 )  
21 (10.2)  
30 (14.5)  
18 ( 8 . 7) 
33 (16 .0 )
96 (39 .0 )
16 ( 6 . 5) 
22 ( 8 .9 )
29 (11 .8 )  
28 (11 .4 )  
55 (22 .4 )
Total 452 206 (45 .6 ) 246 (54 .4 )
Median Age 37.3 34.7 40.0
W aklta 's  school system has twenty f u l l y  q u a l l f r e d  teachers ,  
eight  o f  whom hold master 's degrees.  The enrol lment  fo r  grades one to  
twelve is 253 students .  The high school is accredi ted  fo r  fo r ty - tw o  
units  o f  study by the S ta te  Department o f  Education.  The school is 
located on a 26-a c re  s i t e  purchased in 1949.
The community has four churches representing four  d i f f e r e n t  
denominations: Methodis t ,  C a th o l ic ,  C h r i s t i a n ,  and B a p t is t .  The key
c iv i c  o rgan iza t io n  is the Lions Club which a lso acts as the Chamber o f  
Commerce. The Lions Club,  organized in 1929, has a very successful  
record in d i r e c t i n g  many community a c t i v i t i e s  pointed toward c i v i c  im­
provement .
CHAPTER I I  
RESEARCH METHODS 
Sample
The number o f  households in Wakita was determined by d r iv in g  
through the tcwn and tak ing  an actual  count.  From the t o t a l  number of 
250 households i t  was decided, due to  time and expense fa c to rs ,  to in ­
terv iew 125 or 50 percent o f  the households in Wakita.  Every household 
in town was numbered from 1 to  250 and the 125 households were chosen 
by using a t a b le  o f  random numbers. A f t e r  the f i r s t  125 households were 
selec ted ,  an a d d i t iona l  pool o f  25 random se lect ions  was made to  serve 
as s ubst i tu te s  in the event a household o r i g i n a l l y  selected was vacant 
or no one responded. I f  a house was vacant then tha t  house was replaced 
by one in the s u b s t i tu te  pool.  I f  there  was no response, at  least f i v e  
a d d i t io n a l  c a l ls  were made before a s u b s t i tu t io n  was made.
There were no re fusals  among the 125 households contacted.
This is somewhat unusual since most surveys o f  th is  type can a n t ic ip a te  
a minimum of 5 percent r e fu s a ls .  The author made two v i s i t s  to the com­
munity before beginning the study. During th is  time the author met with  
community leaders and was assured of the community's cooperation.
Stor ies  were c a r r ie d  in the local  newspaper o f  the in tent ion  to conduct 
the study.  The people in Wakita were genera l ly  informed about the study;
21
22
s p e c i f ic  information about the nature o f  the study was not conveyed. 
There was much in te re s t  in p a r t i c ip a t in g  in the study since many people 
thought i t  might be b e n e f ic ia l  to  the Community Health Center. The 
community was small enough that the "word" about the survey quickly  
spread. The in te rv iewer  wore a name tag and car r ied  a l e t t e r  i d e n t i f y ­
ing him as a graduate student at the Univers i ty  o f  Oklahoma School of
Health .
Four subst i tu t ions  were made because of no response and f i v e  
subst i tu t ions  were made due to  vacancy. One interview was discontinued  
by the in te rv iewer  when i t  became apparent that the respondent was not 
cooperat ive and the v a l i d i t y  o f  some answers was questionable.  The 
respondent, an e ld e r ly  man, was confused and suspicious about the i n t e r ­
view.
The average time fo r  completion of  the quest ionnaire was ap­
proximately 45 minutes with  a minimum of 35 minutes and a maximum of
one hour and 20 minutes.
The interviews were conducted by the author wi th the head of  
the household or spouse during J u ly ,  1969. The 125 respondents were 
comprised o f  98 females and 27 males. This sex d i s t r ib u t io n  was not un­
expected since most o f  the interviews were conducted during the day when 
the husbands were not a t  home. Since th is  study was p r im ar i ly  concerned 
with  heal th  information o f  the household and the w i fe  is considered a 
r e l i a b l e  source o f  heal th  information in most households, the sex d is ­
t r i b u t i o n  was compatible with  the design of the study.
About 40 percent or 48 o f  the households selected fo r  i n t e r ­
view contained ch i ld ren  between the ages o f  one month and 21 years.
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These households had a to t a l  o f  126 ch i ld ren  which represented an 
average of 2 .6  c h i ld ren  per household. About 29 percent o f  these 48 
households had only one ch i ld  l i v in g  a t  home; 29 percent had two c h i ld ­
ren; 17 percent had th ree  ch i ld ren  and 17 percent had four .  Only 8 per­
cent of  the households w i th  ch i ld ren  had more than f i v e  ch i ld ren  at  
home. No one reported having more than s ix  c h i ld ren  l i v in g  at  home.
The information received was recorded on an inte rv iew schedule.  
The data were subsequently coded, tab u la ted ,  key punched, and analyzed 
by the computer f a c i l i t y  o f  the U n ivers i ty  o f  Oklahoma Medical Center.
In terv iew  Schedule
A quest ionnaire  was developed to  c o l l e c t  the desired informa­
t ion  on the hea l th  sta tus  o f  the community. The major areas of  in te re s t  
were heal th  care  u t i l i z a t i o n  p a t te rn s ,  fac tors  considered in the s e l e c t ­
ion of  a physic ian ,  chronic disease experience ,  hea l th  insurance cover­
age and heal th  care costs ,  hea l th  knowledge and in formation,  immuniza­
t ion  l e v e ls ,  recognit ion of  heal th  needs in the community, information  
on the Community Health Center ,  a t t i tu d e s  regarding heal th  care ,  s ick  
ro le  dependency and skept ic ism o f  medical care ,  as we l l  as data on 
socia l  c la s s ,  income, age, sex,  m ar ita l  s ta tu s ,  and r e s id e n t ia l  m o b i l i t y .  
The quest ionnaire  is shown in Appendix A.
P r e - te s t
The quest ionnaire  was p re - tes ted  twice in two d i f f e r e n t  s e t ­
t in g s .  I t  was tested i n i t i a l l y  in a county heal th  department on i n d i v i ­
duals coming to  the hea l th  department f o r  immunization c l i n i c .  Ten 
people (e ig h t  females and two males) were in te rv iewed.  Questions which
24
were unclear were modif ied.  A f t e r  these revisions the quest ionnaire  
was pre - tes ted  in A p r i l ,  1969, in Washington, Oklahoma, a small rural  
community in McClain County about f i f t e e n  miles from Norman. Washington 
had a populat ion o f  about 300 with  an age and sex d i s t r i b u t i o n  s im i la r  
to  Wakita.  Like Wakita there  is no physician in Washington. Twenty- 
f i v e  households were randomly selected to  be in terviewed--21 o f  the  
interviewees were females and 4 were males. The interviews were con­
ducted to  determine the time required to  administer the quest ionna i re ,  
the c l a r i t y  o f  questions,  and the a t t i t u d e  o f  the person interviewed  
toward the s p e c i f i c  questions.  The interviews were wel l  rece ived,  and 
a f t e r  minor revis ions  the f i n a l  quest ionnaire  was completed.
Health U t i 1 iza t ion  
information regarding hea l th  u t i l i z a t i o n  was e l i c i t e d  in several  
ways during the in te rv iew .  The respondent was i n i t i a l l y  queried about 
how he viewed his present heal th  status and whether or not he had a fam­
i l y  doctor .  Questions were then asked concerning the use o f  medical 
doctors ,  osteopaths,  ch i ro p rac to rs ,  d e n t i s t s ,  r e l ig io u s  h e a le rs ,  C h r is t ­
ian Science p r a c t i t i o n e r s , the t ime since the l a s t  v i s i t ,  reason fo r  the 
v i s i t ,  place of  the v i s i t ,  and the number o f  v i s i t s  in the past year.
I f  the respondent had never v is i t e d  a p a r t i c u l a r  type of  h e a le r ,  he was 
asked i f  he would object  to doing so. Previous h o s p i t a l i z a t i o n  exper 
ience was recorded as wel l  as the extent o f  heal th insurance coverage 
and heal th  care costs.  Questions on chronic disease experience ,  smoking 
h a b i ts ,  prevent ive  heal th  care ,  and family  immunization h is to r i e s  com­
prised the remainder o f  the u t i l i z a t i o n  section.
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Health  Knowledge 
Health  knowledge was measured by the number o f  correct answers 
to a ser ies  o f  questions regarding s p e c i f i c  diseases and a l i s t  o f  medi­
cal terms. Questions were asked about, the  e t io lo g y  and symptomatology 
o f  tu b e rc u lo s is ,  cancer ,  s t ro k e ,  stomach u lc e r s ,  heart  disease,  asthma, 
leukemia,  d ia b e tes ,  and a r t h r i t i s .  In a d d i t io n ,  general  Information was 
e l i c i t e d  w i th  respect to f l u o r i d a t i o n ,  r u b e l la ,  o b e s i t y ,  a i r  p o l lu t io n ,  
auto acc iden ts ,  p a s teu r iz a t io n  o f  m i l k ,  and c ig a r e t t e  smoking. These 
areas o f  Inqu iry  were selected because they c o n s t i t u t e  some o f  the major  
“hea l th  problems confront ing  the United States and the solut ions to many 
o f  these hea l th  problems are dependent upon a w e l l - in fo rm ed  p u b l ic .  A 
panel o f  th ree  physicians reviewed the questions p r io r  to  the survey to 
asce r ta in  I f  th is  was the type of  information they expected a layman to  
know and I f  the questions could be considered a reasonable te s t  o f  the  
heal th  knowledge of  a lay person. Another key f a c to r  in assessing heal th  
knowledge is the perception o f  heal th  problems or  heal th  needs by the  
residents  o f  the community. Each respondent was asked to  Id e n t i f y  what 
he f e l t  were the heal th  needs and problems e x is t in g  in Wakita.  F i n a l l y ,  
each respondent was asked t o , d e f i n e  a l i s t  o f  twenty medical terms.
These terms were selected from a published study (31) which assessed 
p a t i e n t ' s  d e f i n i t i o n s  o f  f i f t y  medical terms selected by a large panel 
o f  physicians and were words th a t  physicians used when t a lk in g  with  
p a t i e n t s .
A t t i t u d e  Scales 
The section on h e a l th  a t t i t u d e s  contained data on degree of  
s a t i s f a c t i o n  wi th  phys ic ian ,  factors  considered Important In the
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se lect ion  o f  a physic ian,  opinions about medicare and extension o f  
medicare to  age groups under 6 5 , and a t t i tu d e s  toward the Community 
Health Center. Three a t t i t u d e  scales were administered: (a) skepticism
o f  medical care ,  (b) s ick  ro le  dependency, and (c) denial  o f  s ic k  ro le .  
For each o f  the scales respondents were presented w i th  statements  
having s t ip u la t e d  response a l t e r n a t i v e s  ranging from strongly  agree to  
strongly  disagree on a s i x - p o i n t ,  L l k e r t - t y p e  sca le .  The responses 
were scored ranging from one to s ix  fo r  each statement; a l l  statement  
scores were added to  obtain the t o t a l  a t t i t u d e  score fo r  each o f  the 
th ree scales and on the basis o f  the d i s t r i b u t i o n  o f  the scores were 
grouped fo r  s t a t i s t i c a l  ana lys is  in to  one o f  four c a tegor ies :  (a)  high,
(b) medium high,  (c) medium low, and (d) low.
The skepticism s c a le ,  developed by Suchman ( 2 9 ) ,  contains three  
statements which deal wi th  the doubts the ind iv idua l  has about the 
claims o f  professional  medicine and his des i re  to check on who the phy­
s ic ian  Is and what he Is doing.  The three  statements are Items a ,  b,
‘and c in question 61 o f  the in te rv iew  schedule shown in Appendix A.
The higher the score the higher the degree o f  skeptic ism toward medical 
care.
The dependency In I l ln e s s  s c a le ,  a lso  developed by Suchman ( 2 9 ) ,  
measures the need o f  the s ic k  indiv idual  to  re ly  upon other  lay i n d i v i ­
duals fo r  help and support during I l l n e s s .  These Items are shown In 
question 61, items d through i , In the in te rv iew  schedule.  A high score 
ind icates tha t  the respondent is very dependent .in the s ic k  ro le  and is 
l i k e l y , t o  en te r  the sick ro le  more e a s i l y  and maintain  the s ick  ro le  
longer than a person with  a low score.
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The denial  o f  s ick  ro le  sca le ,  developed by Kassebaum (39)>  
denotes a r e s t r a i n t  on the part  o f  the indiv idual  in accepting the s ick  
ro le  possibly as a defense mechanism when i t  may be threatening to  the  
in d iv id u a l .  These items are shown in items j  through m in question 61 
of the in te rv iew schedule.  A high score indicates  denial  o f  the s ick  
ro le ,  tha t  i s ,  a re luctance to  enter  the s ick  ro le  and a l ike l ih ood  to  
delay seeking medical care when needed.
Data were analyzed u t i l i z i n g  an analys is  o f  variance (41 ) .
The level  o f  s ig n i f ic an ce  was set  at the 0 .0 5  confidence leve l  fo r  a l l  
analyses.
Social class was computed using Holl ingshead's  (38) "Two Factor  
Index of  Social  Pos i t ion"  based on the occupation and education of  the 
household head. Social Class I represents the highest socia l  posit ion  
in the socia l  s t ru c tu re  and Socia l  Class V,  the lowest. Since only four  
respondents f e l l  in to  Social  Class 1 and ten in Social  Class I I ,  these 
were combined to  form a s ing le  group fo r  the purposes o f  ana lys is .  In 
genera l .  Social  Classes I ,  I I ,  and I I I  can be regarded as "white c o l l a r "  
and Social  Classes IV and V as "blue c o l l a r . "
Characte r is t ics  o f  Sample
Since the purpose was to  obta in  a random sample of  households 
and the m a jo r i ty  o f  respondents at  home during the day were women, 
females are  overrepresented in the sample. As can be seen in Table 2,  
females make up 78 .4  percent and males 21.6  percent o f  the sample. Over 
two th i rd s  o f  the sample are  45 years o f  age and o lder  and one t h i r d  are  
over age 65 among both sexes.
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TABLE 2
AGE AND SEX DISTRIBUTION OF THE WAKITA SAMPLE
Age Total  
(N=125) 
No. (%)
Male 
(N=27) 
No. (%)
Female 
(N=98) 
No. i%)
I k  and under 8 (6 .4 ) 2 (7 .4 ) 6 (6 .1 )
25 -  3k 17 (13 .6 ) 2 (7 .4 ) 15 ( 15. 3)
35 -  kk 13 (10 .4 ) 3 (11 .2 ) 10 (10.2)
45 -  54 26 (20.8) 7 ( 2 5 .9 ) 19 (19 .4 )
55 -  64 18 (14 .4 ) 4 (14.8) 14 (14 .3 )
65 and over 43 (34 .4 ) 9 (3 3 . 3) 34 ( 3 4 . 7)
Total 100.0 21.6 78.4
Med i an Age 53.6 50 .5 54.1
I t  should be noted tha t  there  is a considerable d i f fe re n c e  
between the median age o f  the populat ion o f  Wakita previously  shown in 
Table 1 and the sample. This d i f fe r e n c e  may be accounted fo r  in the  
sampling technique.  The respondents in the study were l im i ted  to  the 
head o f  the household or  the spouse. This au tom at ica l ly  e l iminated  most 
of those persons under 2k years o f  age from se le c t io n  in the sample. 
Therefore ,  when the median age is c a lc u la te d ,  the t o t a l  populat ion of  
Wakita includes a l l  ind iv idua ls  regardless o f  age w h i le , t h e  sample in ­
cludes only the heads of households or spouses, the large  m a jo r i ty  of  
whom are  over Zk years o f  age. This accounts fo r  the d i f f e r e n c e  in 
median ages between the sample and the populat ion .  When the f igures  
are adjusted fo r  th is  d i f fe r e n c e  the percentages in each age category 
are almost id e n t ic a l  in the populat ion and the sample.
Social Class
Social  Class by age is shown in Table 3.  In general  the
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community could be character ized as a " b lu e - c o l l a r "  community w i th  64 
percent o f  the Inhabitants being In Social  Classes IV and V. Social  
Class l - l l  consists o f  s l i g h t l y  over 10 percent o f  the sample, classes  
M l  and V comprise about 25 percent and 20 percent respect ive ly  o f  the  
sample, and Social  Class IV about 43 percent o f  the sample. Social  Class 
IV has the g reates t  number o f  persons under age 34 and class V has the  
greatest  proport ion of  persons over age 55.
TABLE 3
DISTRIBUTION OF AGE BY SOCIAL CLASS
Social Class
Age Total  
(N=125) 
No. (%)
1-11 
(N=l4)  
No. (%)
I I I  
(N=31) 
No. {%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
24 and under 
25 -  34 
35 -  44 
45 -  54 
55 -  64 
65 and over
8 (6 .4 )
17 (13.6)  
13 (10.4)  
26 (20.8)
18 (14 .4)  
43 (34.4)
3 (21 .4 )
1 (7 .1 )
2 (14 .3)  
2 (14 .3 )  
6 (42.9)
2 (6 .5 )  
2 (6 .5 )  
8 (25 .8 )  
7 (22.6)  
4 (12 .9 )  
8 (25 .8 )
5 (9 .3 )  
12 (22 .2 )  
3 (5 .5 )  
15 ( 2 7 . 8) 
5 (9 .3 )  
14 (25 .9 )
1 (3 .8 )
1 (3 .8)
2 (7 .8 )  
7 (26.9)
15 (57 .7)
Total 100.0 11.2 24.8 43.2 20.8
EducatIon
The respondents were asked to  give  the highest grade they had 
completed In school.  S ixty-seven percent o f  the sample had a t ta in e d  at  
least a highschool education.  Almost 17 percent had attended from one 
to three years o f  co l lege;  5 .6  percent were co l lege  graduates; and 3 .2  
percent had post graduate t r a i n i n g .  Only three percent had less than 
s ix  years o f  schooling.  The percentages o f  men and women who had at
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leas t  a highschool education were almost equal .  Table 4 shows these 
re s u l t s .  A higher  proport ion o f  men than women had c o l le ge  degrees.  
S l i g h t l y  over 7 percent of  the men and 2 percent o f  the women did grad­
uate work. A higher  percentage of  women than men had from one to  three  
years o f  c o l le g e .  N inety -two percent o f  the people who had less than a 
highschool education f e l l  into the three  upper age c a teg o r ie s ,  45 to  65 
and over .  On the  o ther  hand, 33 percent o f  those who had some col lege  
education were In the over 65 group and of those w i th  graduate work one 
fourth  were in the over 65 category.  The middle th ree  age categor ies ,
TABLE 4
DISTRIBUTION OF EDUCATIONAL LEVEL BY SEX
Educational
Level
Total  
(N=125) 
No. (%)
Male 
(N=27) 
No. (%)
Fema1e 
(N=98) 
No. (%)
0 - 6  years 4 ( 3 . 2) 1 (3 .7 ) 3 (3 . 1)
7 - 9  years 25 (20 .0 ) 6 (22 .2 ) 19 (19 .4 )
10 -  11 years 12 ( 9 . 6) 2 (7 .4 ) 10 (10.2)
Highschool
graduate 52 (41 .6 ) 11 (40 .8 ) 41 (41 .8 )
College 1-3
years 21 (16 .8 ) 3 (11 .1 ) 18 (18 .4 )
Col lege
graduate 7 (5 .6 ) 2 (7 .4 ) 5 ( 5 . 1)
Post graduate
work 4 (3 .2 ) 2 (7 .4 ) 2 (2 .0 )
25 to  4 5 , made up the m a jo r i ty  of  those who had highschool and co l lege  
degrees.  As would be expected over th ree  fourths  o f  Social  Class l - l l  
had co l le g e  degrees and twenty percent had undertaken graduate work.
No one in class V had more than a highschool educat ion ,  although 25 per­
cent had graduated from highschool.
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Income
Income was obtained by g iv ing the respondent a card contain ing  
the income categor ies  shown in Table 5- The respondent was asked to  
give the l e t t e r  next to  the category which best described his or  her  
t o t a l  fami ly  income f o r  the past year .  None o f  the respondents refused 
to give th is  informat ion.
The median income f o r  the sample was $5,000 -  $6,999» No re ­
spondent reported an income o f  less than $1 ,000 .  Almost one fo ur th  o f  
the respondents indicated incomes o f  $10,000 o r  more. Nearly  one h a l f  
o f  the respondents who make less than $3,000 a year are 65 or o ld e r ,  
w h i le  two t h i r d s  of  those wi th  incomes in excess of  $15,000 were between 
35 and 64.
M a r i ta l  Status
Married respondents comprised 68 .8  percent of  the sample, 24.0  
percent were widowed; 4 .0  percent divorced;  and 3»2 percent had never  
married.  The s in g le  and the divorced respondents a l l  f e l l  in to  Social  
Classes IV and V and a l l  o f  the divorced were men. In classes l - l l  and 
V there  were more widows and widowers than married respondents. This Is 
probably due to  a la rger  number o f  o ld e r  persons in Social  Classes l - l l  
and V. In classes I I I  and IV,  87 percent and 77 percent of  the respond­
ents were married.  Only one percent of  the women w ere .s in g le  as compared 
with  11 percent o f  the men. Twenty -s ix  percent o f  the women were widows, 
and 14 percent o f  the men were widowers.
Geographic M o b i l i t y
Wakita e x h ib i ts  the c h a r a c t e r is t i c s  o f  a s tab le  populat ion.
TABLE 5
DISTRIBUTION OF ANNUAL FAMILY INCOME BY AGE
Age. $1000- *
2999
No. C%)
$3000-
4999
No. (%)
$5000-  
6999 
No. (%)
$7000-
8999
No. (%)
$9000-  
9999 
No. (%)
$ 10 ,000 -  
14,999 
No. (%)
$15,000  
and over  
No. (%)
24 and under 2 ( 2 5 . 0) 3 (3 7 . 5) 1 ( 12 . 5) 1 (1 2 .5 ) 1 ( 12. 5)
25 '  34 - 2 (1 1 .8 ) 7 (4 1 .2 ) 4 ( 2 3 . 5) 2 (11 .8 ) 2 (1 1 .8 ) -
35 -  44 1 C7 .7 ) - 1 ( 7 . 7) 2 (15 .4 ) 1 ( 7 . 7) 5 ( 3 8 . 5) 3 ( 2 3 . 0 )
45 -  54 1 ( 3 .8 ) 4 (1 5 .4 ) '4  (15 .4 ) 5 (19 .2 ) 1 ( 3 . 8) 5 ( 19. 2) 6 ( 2 3 . 2)
55 -  64 1 ( 5 . 6 ) 4 (2 2 .2 ) -4  (2 2 .2 ) 4 (22 .2 ) - 1 ( 5 . 6) 4 (22 .2 )
65 and over 20 (46 .5 ) 6 ( 13 .9 ) 8 (18 .6 ) 3 (7 .0 ) 3 ( 7 . 0 ) 3 ( 7 . 0 ) —
Tota l 25 ( 2 0 . 0) 19 ( 15 . 2) 25 (20 .0 ) 19 ( 15. 2) 7 ( 5 . 6 ) 17 ( 13. 6 ) 13 (10 .4 )
V a >
N J
*No incomes o f  less than $1,000 were reported.
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Two th i rds  o f  the sample had resided In Wakita f o r  twenty or more years.  
About f i v e  percent o f  the sample had l ived In Wakita fo r  less than one 
year .  Some in te re s t in g  socia l  class d i f fe rences  appear in length of  
residence; 50 percent of  Social  Class l - l l  had l ived In Wakita twenty 
years or more w h i le  80 percent of  class V had resided In Wakita fo r  
twenty or.more years .  Also 21 .4  percent o f  Social Class l - l l  had been 
In Wakita f o r  one year or less w i th  only 3 .8  percent o f  class V having 
resided In Wakita fo r  less than one year .  The middle c la s se s , I I I  and 
IV, genera l ly  f a l l  between the two extremes o f  classes l - l l  and V with  
respect to length o f  residence.  S l ig h t l y  more males than females had 
l ived In Wakita f o r  more than twenty years .  Only four  percent of  the 
to t a l  sample, or  f i v e  persons, had made f i v e  or more changes o f  residence  
In the l a s t  twenty years .
Due to  the high percentage o f  persons who had l ived  In Wakita  
fo r  many years ,  one might expect a large  percentage o f  residents to  
have been born In the Wakita area .  However, only one fourth  o f  the  
sample l i s t e d  Wakita or the Wakita area (10 mi le  radius) as t h e i r  
b i r th p la c e .  (Even though there  were no hosp i ta ls  In the Wakita area ,  
the Oklahoma Sta te  Department of  Health reg is te rs  b i r th p la c e  as the 
place o f  residence of the parents o f  the newborn.) Those born In Okla­
homa, but outside the Wakita a rea ,  comprised 36 .8  percent o f  the sample, 
and 39 .2  percent o f  the respondents were born o u t - o f - s t a t e .  Most of  
these Ind iv idua ls  had migrated from the surrounding sta tes  o f  Kansas, 
Missour i ,  and Arkansas. There were no s i g n i f i c a n t  d i f fe rences  between 
the b i r thp laces  of  males and females; however there  were some d i s t i n c t  
social  class and age d i f f e re n c e s .  About two th i rds  of  the Ind iv idua ls
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in class V were born o u t - o f - s t a t e  and had migrated in to  Okiahoma; 
approximately one t h i r d  o f  ind iv idua ls  in the other  four social  classes 
were born o u t - o f - s t a t e .  The smal lest  percentage o f  respondents who were 
born in Wakita are in Social  Classes I - I  I and V (14 .3  percent and 11.5 
percent,  r e s p e c t i v e ly ) .  The m a jo r i ty  o f  ind iv idua ls  born in Wakita are  
found in class I I I .
CHAPTER I I I 
RESULTS
Health Care U t i l i z a t i o n  
The f i r s t  o b je c t iv e  o f  t h i s  study was to  determine the heal th  
care u t i l i z a t i o n  patterns  o f  the people in Wakita.  The primary areas 
involved were the types o f  hea l th  care rece ived,  the frequency of v i s i t s  
to  heal th  and medical personnel,  where the care was sought,  and the 
kinds of heal th  problems which prompted the seeking o f  heal th  care .
S e l f -R a t in g  o f  Health Status  
Each respondent was asked to  est imate  his heal th  status at  the 
t ime o f  the in te rv ie w .  He was asked to  respond u t i l i z i n g  one of the  
four  ca tegor ies :  (a) e x c e l l e n t ,  (b) good, (c) f a i r ,  or  (d) poor. The
resu l ts  are shown in Table 6. Three fourths  of  the sample f e l t  th a t  
they were in e i t h e r  e x c e l le n t  or good h e a l th .  Only 11.5 percent of  
class V and 14.3 percent of  class i - l l  f e l t  tha t  t h e i r  heal th  status was 
e x c e l l e n t .  While fewer respondents in Social  Classes l - l l  and V rated  
t h e i r  heal th  as e x c e l le n t  compared to  Social  Classes I I I  and IV,  there  
may be d i f f e r e n t  reasons fo r  the s i m i l a r i t y  in r a t in g .  There may actu­
a l l y  be fewer ind iv id u a ls  in Social  Class V in e x c e l le n t  h e a l th ,  w h i le  
the low percentage (14.3 percent)  seen in the e x c e l le n t  category o f  
Social Class l - l l  may r e f l e c t  a more.accurate perception of  what
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const i tu tes  excel  len t hea l th  as compared to classes I I  I and IV. The 25- 
34 age category appears to  have the highest ra t ing  w i th  100 percent o f  
the responses being e i t h e r  excel len t  o r  good. As might be expected,  as 
age Increases the s e l f - r a t i n g  o f  e x c e l le n t  heal th  decreases,  w i th  37 
percent o f  those age 65 and over ra t ing  t h e i r  hea l th  as f a i r  or  poor.
TABLE 6
SELF-RATING OF HEALTH BY SOCIAL CLASS
S oda 1 Class
Health
Status
Total  
(N=125) 
No. (%)
l - l  1
(N=14) 
No. (%)
1 11 
(N=31) 
No. (%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
Excel len t  
Good 
Fa ir  
Poor
40 (32 .0 )  
56 (44 .8 )  
23 (18 .4 )  
6 (4 .8 )
2 (14 .3 )  
10 (71 .5 )  
1 (7 .1 )  
1 (7 .1 )
15 (48 .4 )  
10 (32 .3 )  
5 (16.1)  
1 (3 .2 )
20 (37 .0 )  
24 (44.4)  
8 (14 .8 )  
2 (3 .8 )
3 (11 .5 )  
12 (46.2)  
9 (34.6)  
2 (7 .7 )
Family Doctor
The f a c t  tha t a fami ly  has a fam i ly  doctor suggests th a t  they 
receive some kind o f  regular  care .  This Idea Is supported In tha t 88 
percent o f  the fa m i l i e s  of  respondents who said they had a fami ly  doctor  
had seen him In the past year .  In only  one case had I t  been longer than 
three years since someone in the respondent's fami ly  had v is i t e d  t h e i r  
fami ly  physic ian.  Almost one t h i r d  o f  the respondents reported they had 
no fami ly  physic ian,  i t  can be seen In Table 7 th a t  the highest percent­
ages o f  persons who do not have a fami ly  physician are in classes l - l l  
and V. I t  is somewhat surpr is ing  tha t  only 57.1 percent o f  Social Class 
l - l l  reported th a t  they have a fami ly  doctor.  In Koos' study oyer 80 
percent o f  Social  Class I reported they had a fami ly  physic ian;  th is
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was by f a r  the la rgest percentage reported fo r  any socia l  c lass.  A 
possible explanation fo r  th is  is th a t  many indiv iduals  in Social  Class 
l - l l  had not establ ished a re la t io n s h ip  w i th  the physician in Wakita 
since they knew he was not going to  be there  permanently. However, they 
might have been re luc tan t  to  say they had a fami ly  physician elsewhere 
since th is  would tend to  ind ica te  a lack o f  support fo r  the Community 
Health Center.  No person in class l - l l  named an osteopath or c h i ro p rac t ­
or  as t h e i r  fam i ly  doctor.  Those persons w i th  osteopaths and c h i ro p ra c t ­
ors as fami ly  doctors were p r im ar i ly  in classes IV and V.
TABLE 7
RESPONDENTS REPORTING HAVING A FAMILY DOCTOR BY SOCIAL CLASS
Social  Class
Family Doctor Total l - l l 111 IV V
(N=125) (N=14) (N=31) (N=54) (N=26)
No. (%) No. (%) No. (%) No. (%) No. (%)
Yes-Medical Doctor 74 (59 .2) 8 (57 .1) 19 (61.3) 34 (63.0 ) 13 (50 .0 )
Yes-Osteopath 10 (8 .0 ) - 1 (3 .2) 7 (12.9) 2 (7 .7)
Yes-Chiropractor 1 ( .8) “ - 1 (1 .9 ) -
No 40 (32.0) 6 (42 .9 ) 11 (35 .5) 12 (22 .2 ) 11 (42 .3 )
I t  was a lso  of in te re s t  to determine where the fami ly  physi­
cians were located and how f a r  the respondent's family  had to  t rav e l  to  
see them. Wakita was given as the locat ion o f  t h e i r  fami ly  doctor by 
45 percent o f  the  persons who said they had a fami ly  physic ian.  Only 
3 .5  percent t rave led  25 miles or less to see t h e i r  fami ly  doctor;  45.9  
percent t rave led  25-49 mi les ,  the great m a jo r i ty  o f  whom went to Enid; 
7.1 percent gave the locat ion of  t h e i r  fami ly  doctor as being 50 or
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more miles away. The younger age groups genera l ly  t rave led  a shorter  
distance to  reach t h e i r  fami ly  doctor u t i l i z i n g  doctors in the Wakita 
area.  Social class d i f fe rences  were small ;  however, Social Classes IV 
and V go outside o f  Wakita to  see t h e i r  fami ly  doctor more o ften  than 
classes l - l l  and I I I .  The only exception is among ind iv idua ls  who 
t ra v e l  50 or  more m i les ,  where a s l i g h t l y  higher percentage of  Social  
Class l - l l  went th is  distance to  see t h e i r  physic ians . No one in Social  
Class V went th is  f a r  to  see t h e i r  physic ian.
In order to  obtain  ad d i t io n a l  information on the dis tance i n d i ­
viduals  in Wakita might go to seek medical care ,  a l l  respondents were 
asked a series  o f  questions regarding where they would go fo r  medical 
care according to  the s ever i ty  o f  a heal th  problem, that  i s ,  (a) minor 
heal th  problems such as bad co ld ,  f l u ,  or  sore th r o a t ,  (b) more serious  
ai lments such as high blood pressure or d iabetes ,  or (c) very serious  
problems such as open hear t  or bra in  surgery.  The resu l ts  are shown In 
Table 8 .  The great m a jor i ty  o f  indiv iduals  would use the f a c i l i t i e s  in
TABLE 8
TYPE OF HEALTH PROBLEMS BY DISTANCE RESPONDENT 
WOULD TRAVEL TO SEEK CARE
Type o f Mil es Would Travel Don ' t
Health Problem Wakita Less than 25 25 -  49 50 O r  tiiors Know
No. (%) No. (%) No. (%) No. (%) No. (%)
Minor 105 (84 .0) 1 ( .8) 16 (12 .8 ) 1 ( .8) 2 (1 .6 )
Serious 76 ( 6 0 . 8) 1 ( .8) 41 (3 2 . 8) 6 (4 .8 ) 1 ( .8)
Very Serious 6 (4 .8 ) 93 (74 .4 ) 21 (16 .8 ) 5 (4 .0 )
Wakita f o r  minor care .  In the case of  a more serious ai lment about 60 
percent would seek care in Wakita.  Those seeking care outs ide of
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Wakita p r im a r i ly  designated Enid as the s i t e  fo r  medical care .  In the 
very serious ai lments  only 4 .8  percent would i n i t i a l l y  seek care in 
Wakita.  Those places named as s i te s  fo r  medical care in excess o f  50 
miles were p r im a r i ly  Wichi ta ,  Kansas and Oklahoma C i ty .
Use of  Medical Doctor 
More than 94 percent o f  the respondents had v is i t e d  a medical 
doctor fo r  medical care in the past f i v e  years .  Only two people in the 
sample had never seen a medical doctor;  one of  those ind iv idua ls  was an 
e ld e r l y  man who reported seeing an osteopath tw e n ty - f iv e  or t h i r t y  years 
ago and only u t i l i z e d  osteopaths and chi ropractors  fo r  heal th  care.
The other person was the daughter of  an osteopath. Out o f  the 123 per ­
sons reported having v is i t e d  medical doctors ,  78 percent had made a 
v i s i t  in the past year .  Only 4 percent o f  the sample had not seen a 
medical doctor in the past f i v e  years;  a l l  of  these ind iv idua ls  were in 
e i t h e r  class IV or V (See Table 9 ) •
TABLE 9
TIME SINCE LAST V I S I T  TO MEDICAL DOCTOR BY SOCIAL CLASS
Social Class
Time Since Total l - l l 111 IV V
Last V i s i t (N=125) (N=14) (N=31) (N=54) (N=26)
to M.D. No. {%) No. (%) No. (%) No. (%) No. {%)
Less than 1 year 98 (78.4) 12 (85 .6 ) 28 (9 0 . 3 ) 40 (74.1) 18 (69 .3)
1 -  2 years 10 (8 .0) 1 (7 .2 ) - 6 (11 .1 ) 3 (11 .5 )
3 -  5 years 10 (8 .0) 1 (7 .2) 3 (9 .7 ) 4 (7 .4 ) 2 (7 .7 )
 ^ Over 5 years 5 (4 .0) - - 2 (3 .7 ) 3 (11 .5 )
Don' t  know 2 (1 .6)
■
2 (3 .7 )
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The location  of  the most recent v i s i t  to  a medical doctor was 
also determined: 46 percent saw a physician in Wakita;  45 percent
t r a v e l l e d  from 25-49 m i les ;  and 6 .4  percent t r a v e l l e d  in excess o f  50 
miles from Wakita.
Table 10 shows the number o f  v i s i t s  made to  a medical doctor  
during the past year by socia l  c lass .  About 18 percent o f  those i n t e r ­
viewed had no v i s i t s  to a physician in the la s t  year  w h i le  approximately  
14 percent had seen a physician ten or more times in the past year .
TABLE 10
NUMBER OF VISITS TO MEDICAL DOCTOR IN PAST YEAR BY SOCIAL CLASS
Number o f  
V i s i t s
Total  
(N=125) 
No. (%)
Social Class
l - l  1
(N=l4)  
No. {%)
I I I
(N=31) 
No. (%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
None 23 (18 .4 ) 2 (14 .3 ) 3 (9 .7 ) 10 (18.5) 8 (3 0 . 8)
1 24 (19 .2 ) 2 (14 .3 ) 5 (16 .1 ) 16 (29 .6 ) 1 (3 .8 )
2 -  5 41 (32 .8 ) 6 (42 .8 ) 12 (38 .7 ) 17 (31 .5) 6 (23.1)
6 -  10 17 (13.6) - 6 (19 .4 ) 4 (7 .4 ) 7 (26 .9 )
11 -  19 12 (9 .6 ) 2 (14 .3 ) 2 (6 .4 ) 5 (9 .3 ) 3 (11 .5 )
Over 20 6 (4 .8 ) 2 (14 .3 ) 3 ( 9 .7 ) 1 (3 .8 )
Don' t  know 2 (1 .6 ) 2 (3 .7)
Social  Class V leads among those w i th  no v i s i t s  to  a physician in the past 
y ea r ,w i th  30 percent-  Social Class l - l l  saw physicians a g rea te r  number 
of times than any other  socia l  c lass .
Information concerning the reason fo r  the most recent v i s i t  to 
a medical doctor is shown in Table 11. This ta b le  shows tha t  the most 
f requent ly  named reason f o r  seeking medical a t t e n t io n  was f o r  preventive  
care .  This category may be s l i g h t l y  in f l a t e d  due to several  responses
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such as " I  went in fo r  a general  checkup," when In f a c t  the Ind iv idua l  
may have gone In f o r  a s p e c i f i c  reason which could have been Included 
In some other category.  When th is  response was g iven,  the respondent 
was asked to  be s p e c i f i c ;  however, several  could not specify  beyond a 
"general  checkup." S ix t y - f o u r  percent o f  the most recent v i s i t s  In 
Social  Class l - l l  w e re . fo r  preventive  care w h i le  only 19 percent of  the  
v i s i t s  were fo r  prevent ive  care In Social  Class V. Of p a r t i c u l a r  I n t e r ­
est  Is the fa c t  th a t  more Ind iv idua ls  from class IV than class I I I  made 
a recent v i s i t  to a physician fo r  preventive  care .  The most f requent ly
TABLE 11
REASON FOR MOST RECENT VISIT  TO MEDICAL DOCTOR BY SOCIAL CLASS
Social Class
Reason fo r  V i s i t Total  
(N=125) 
No. (%)
l - l  1 
(N=l4) 
No. (%)
111
(N=31) 
No. (%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
Respiratory 12 (9 .6 ) 3 (9 .7 ) 5 (9 .3 ) 4 (15 .4 )
Castro In te s t in a l 5 (4 .0 ) 1 (7 .1 ) 1 (3 .2 ) 3 (5 .6 ) -
Cardiovascular 11 (8 .8 ) 1 (7 .1) 3 (9 .7 ) 3 (5 .6 ) 4 (15 .4)
Genitour inary 7 (5 .6) 1 (7 .1 ) 3 (9 .7 ) 3 (11 .5 )
Muscular -Skeleta l 17 (13.6) - 4 (12.9) 6 (11.1) 7 (26 .9 )
Cancer (A11 kinds) 4 (3 .2 ) 2 (14 .3 ) - 2 (3 .7 ) -
Prevent ive Care 
or Examination 47 (37.6) 9 (64 .4 ) 8 (25 .8 ) 25 (46 .2 ) 5 (19 .2)
Skin or  C e l lu la r  
Tissue 7 (5 .6 ) _ 3 (9 .7 ) 4 (7 .4 ) —
Central  Nervous 
System 2 (1 .6 ) 1 (3 .2 ) 1 (1 .8 ) ».
Mental or  
Emotional 4 (3 .2) 1 (3 .2 ) 2 (3 .7 ) 1 (3 .8 )
Other 9 (7 .2 ) 4 (12.9) 3 (5 .6 ) 2 (7 .7 )
named reason In Social  Class V was m u s c u la r -s k e le ta l . Most o f  the a l l  
ments reported In th is  category were back problems ; other condit ions
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reported were f ra c tu res  of  the arms and legs which occurred most often  
during work. Women reported a higher percentage of  v i s i t s  fo r  prevent­
ive care as the reason f o r  the la te s t  v i s i t  to a medical doctor than 
men.
Use o f  Osteopaths 
The use o f  osteopaths by ind iv idua ls  in Wakita does not r e f l e c t  
the socia l  class d i f fe rences  that were expected.  However, th is  may be 
a function o f  the r e l a t i v e  u n a v a i l a b i l i t y  o f  medical doctors w i th in  a 
reasonable d istance  ra th e r  than t h e . l a c k  o f  any social  class d i f fe re n c e .  
Table 12 shows the u t i l i z a t i o n  pa t te rn  of osteopaths by social  c lass.  
S l i g h t l y  more than one th i r d  o f  the sample reported v i s i t i n g  an osteo­
path fo r  medical care a t  some t ime. Social  Class l - l l  shows almost 
twice the percentage o f  those a f f i r m in g  the use o f  osteopaths as com­
pared to  Social  Class V. Looking a t  the time period since the la s t  v i s i t  
to an osteopath, there  are some marked d i f fe rences  when compared to the 
same data concerning medical doctors.  Less than 20 percent o f  those 
people who reported ever v i s i t i n g  an osteopath have done so in the past 
year.  In s l i g h t l y  over 50 percent o f  the cases i t  has been from one to  
f i v e  years since the la s t  v i s i t  and in 25 percent the time is more than 
f i v e  years .  S i m i l a r l y ,  only ten percent o f  the  users of  osteopaths have 
consulted an osteopath more than twice in the past year .  The distance  
trave led  to  make the l a s t  v i s i t  showed th a t  45 percent trave led  less 
than 25 mi les ,  p r im a r i l y  to  Medford ; 30 percent t rave led  25-49 m i les ,  
most o f  them e i t h e r  to  En id or  Anthony, Kansas; and 22 percent traveled  
more than 50 m i les .  Respiratory problems were the most common reason 
given f o r  the most recent v i s i t  to  an osteopath.  Preventive  care is
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the next largest  category although i t  is ten percentage points less than 
the same category f o r  medical doctors. Cardiovascular,  cancer,  central  
nervous system, and mental or emotional problems were not named as rea­
sons for  seeing an osteopath.
TABLE 12
RESPONDENTS WHO HAD SEEN AN OSTEOPATH OR CHIROPRACTOR 
FOR HEALTH CARE BY SOCIAL CLASS*
Social Class
Total  
(N=125) 
No. (%)
l - l  1
(N=14) 
No. (%)
I I I  
(N=31) 
No. (%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
Osteopath 
Ch i ropractor  
Both 
Neither
•kn__
48 (38.4)  
42 (33.6)  
17 (13.6)  
53 (42.4)
7 (50 .0 )  
4 (28.6)  
3 (21.4 )  
7 (50.0)
12 (38 .7 )  
10 (32 .3 )  
5 (16.1)  
14 (45 .2 )
22 (40 .7 )  
19 (35 .2 )  
6 (11.1)  
19 (35 .2 )
7 ( 2 6 . 9 ) 
9 (34.6)  
3 (11.5)  
13 (50.0)
The respondents who had never v is i t e d  an osteopath were asked 
i f  they would object  to seeing one f o r  heal th  reasons; only a l i t t l e  
over one t h i r d  said they would o b je c t .  In Social  Class l - l l ,  62 percent  
of the respondents objected to  going to  an osteopath f o r  care;  in Social  
Class I I I ,  47 percent had ob ject ions;  class IV ,  .25 percent;  and class V, 
37 percent.  These f igures  show th a t  ob ject ions to consult ing osteopaths  
f o r  medical care are class re la te d .
Use o f  Chiropractors  
The proport ion of  persons who have u t i l i z e d  chi ropractors  (33%) 
is only 5 percent less than for  the u t i l i z a t i o n  of  osteopaths (38%).
A l l  socia l  classes show less u t i l i z a t i o n  of  chi ropractors  compared to
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osteopaths with  the exception of  class V where there  is an 8 percent  
increase in u t i l i z a t i o n .  Table 12 shows these r e su l ts .  Social  Class 
l - l l  reveals th a t  more than one four th  o f  t h i s  group has u t i l i z e d  a 
ch iropractor  f o r  care .  A key fa c to r  Is the time since the la s t  v i s i t  
to a c h i ro p ra c to r .  S l i g h t l y  more than 20 percent who reported ever  
v i s i t i n g  a ch i ro prac tor  had seen one in the las t  year w h i le  fo r  40 per­
cent o f  the sample, i t  had been.more,than f i v e  years since t h e i r  las t  
v i s i t .  Among the group who had seen a ch i ro p rac to r  in the past year  
about 30 percent had made more than f i v e  v i s i t s .  H a l f  o f  those persons 
trave led  from 25 -  49 m i les ,  a l i t t l e  less than 30 percent went less 
than 25 mi les ,  and about 20 percent went 50 miles or  more. The primary 
reason f o r  v i s i t i n g  a ch i roprac tor  was f o r  muscular-ske le ta l  problems,  
p r im a r i l y  back problems. A l l  o ther  reasons show very small percentages.  
Table 13 compares the reasons fo r  v i s i t s  to  medical doctors,  osteopaths,  
and ch i ro prac tors .
Ind iv idua ls  who had never used ch i ropractors  f o r  heal th  pro­
blems were asked i f  they would ob jec t  to seeing one fo r  heal th  care;  
the responses were about equal ly  d i s t r i b u t e d ,  about h a l f  objected and 
the other  h a l f  did n o t .o b je c t .  However, in Social Class l - l l ,  90 per­
cent o f  the respondents said they would o b je c t  going to  a c h i ro prac tor .
Use o f  Dentists
Only one indiv idual  in the sample had never v is i t e d  a d e n t is t .  
Of the 124 ind iv idua ls  who had seen a d e n t is t  more than one h a l f  had 
done so in the past year .  Almost twice as large a percentage o f  Social  
Class l - l l  (79%) had seen a d e n t is t  in the past year as compared to  
class V (42.3%).  In genera l ,  the lower the socia l  class the longer i t
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TABLE 13
REASON FOR MOST RECENT VISIT  TO MEDICAL DOCTOR, 
OSTEOPATH, OR CHIROPRACTOR
Reason f o r  V i s i t Medical  Doctor  
No. (%)
Osteopath  
No. (%)
Chi ro p ra c t o r  
No. {%)
R e s p i ra t o r y 12 (9 .6 ) 14 (29 .8 ) 1 (2 .4 )
Castro  I n t e s t i n a l 5 (4 .0 ) 5 (10 .6 ) 1 (2 .4 )
C a rd io v a s c u la r 11 (8 .8 ) - -
G e n i t o u r in a r y 7 (5 .6 ) 2 (4 .2 ) -
M u s c u la r - S k e le ta l 17 ( 13. 6) 8 (17 .0 ) 36 (85 .6 )
Cancer ( A l l  k inds)  
P re v e n t iv e  Care
4 (3 .2 )
o r Examinat ion  
Skin o r  C e l l u l a r
47 (37 .6 ) 13 (27 .8 ) 2 (4 .8 )
Tissue  
Centra l  Nervous
7 (5 .6 ) 4 (8 .5 )
System 
Mental  o r
2 (1 .6 )
Emotional 4 (3 .2 ) - 1 (2 .4 )
Other 9 (7 .2 ) 1 (2 .1 ) 1 (2 .4 )
had been since a person had seen a d e n t i s t .  Medford was the s i t e  of  
the most recent dental  v i s i t s  fo r  26 percent o f  the sample; towns from 
25-49 miles from V/akita such as Pond Creek,  Enid ,  and Anthony, Kansas 
were the places fo r  dental care in about 60 percent o f  the cases; 14 
percent t rav e led  more than 50 miles fo r  t h e i r  most recent dental  care.  
The reasons f o r  the l a s t  v i s i t  to a d e n t is t  may be seen in Table 14.
The most s t r i k i n g  fa c t  is tha t  almost a l l  of  the ind iv id u a ls  consul t ing  
d ent is ts  f o r  o r thodo nt ic  o r  r e s t o r a t i v e  work were from class l - l l .
Use o f  C h r is t ian  Science P r a c t i t ip n e r s  
and Rel ig ious  Healers
With the exception o f  one indiv idual  who had c a l le d  on a
Chr is t ian  Science p r a c t i t i o n e r  about ten years p rev io u s ly ,  no one
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TABLE 14
REASON FOR LAST VISIT TO DENTIST BY SOCIAL CLASS
Reason f o r  V i s i t Total  
(N=125) 
No. (%)
Social Class
l - l  1 
(N= 14) 
No. (%)
I I I
(N=31) 
No. (%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
F i l l i n g 23 (18 .4 ) 1 ( 7 . 1) 5 (16.1) 13 (24.1) 4 (15 .4 )
Ext rac t ion 13 (10 .4 ) 2 (14 .3 ) 1 (3 . 2) 8 (14.8) 2 ( 7 . 7)
Examination or
Checkup 37 ( 2 9 . 6) 4 (28 .6 ) 13 (41 .9 ) 14 ( 25 .9 ) 6 ( 2 3 . 1)
Dentures 42 (3 3 . 6) 3 (21 .4 ) 10 ( 3 2 .3 ) 16 ( 29 . 6) 13 ( 50 . 0)
Orthodontic or
Restora t ive  Work 6 (4 .8 ) 4 ( 2 8 .6) — 2 (3 . 7) -
Other 4 (3 . 2 ) 2 ( 6 . 5) 1 (1 .9) 1 (3 . 8)
reported v i s i t i n g  a re l ig io u s  hea le r  or C hr is t ian  Science p r a c t i t io n e r  
f o r  hea l th  care .  A l l  respondents were asked i f  they would object to 
doing so; 87 percent said they would object to seeing a Chr is t ian  Sci ­
ence p r a c t i t io n e r  and 94 percent re la ted  they would ob ject to seeing a 
re l ig io u s  or f a i t h  h ea le r .  The remainder stated they were e i t h e r  un­
c e r t a i n ,  or  might v i s i t  a healer  or p r a c t i t io n e r  under some circum­
stances,  such as a very serious a i lment  th a t  had not responded to con­
vent ional  medical treatment.  The great m a jo r i ty  o f  indiv idua ls  who 
did not ob ject  to the use of  C hr is t ian  Science p r a c t i t io n e r s  and f a i t h  
healers  were in Social  Classes IV and V,  and in general  had fewer years 
o f  education than those object ing  to  c a l l i n g  on healers or p r a c t i t i o n ­
ers .
H o s p i ta l i z a t io n  Experience  
H o s p i ta l i z a t io n  experience was determined by asking the re ­
spondent i f  he had been formally  admitted to  a hospi ta l  fo r  at  least
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an overnight  stay;  93*6 percent o f  those Interviewed had been h o s p i ta l ­
ized a t  some time during t h e i r  l i f e .  Of the remaining e ig h t  persons 
who had never been h o s p i t a l i z e d ,  four were from Social  Class IV; four  
from Social  Class V; three were males; f i v e  were females; and h a l f  o f  
them were age 65 or over .  Only 13*7 percent of  those who had h o s p i ta l ­
i za t io n  experience had been h o s p i ta l i z e d  In the past year (See Table 
15) .  I t  had been more than f i v e  years since 38 .4  percent of  those hav­
ing hospi ta l  experience had been h o s p i ta l i z e d .  The highest proportion  
o f  those who had been In the hospi ta l  In the past year and those that  
had not been in the hospi ta l  in the past f i v e  years are found In Social  
Classes l - l l  and V.
TABLE 15
TIME SINCE LAST HOSPITALIZATION BY SOCIAL CLASS
Soclal Class
Time Total l - l l 111 IV V
Since Last CN=117) (N=14) (N=31) (N=50) (N=22)
H o s p i ta l I z a t lo n No. (%) No. (%) No. (%) No. (%) No. i%)
Under 1 year 16 ( 13. 7) 3 (21 ,4 ) 2 ( 6 , 5) 7 (14 .0 ) 4 (18.2)
1 -  2 years 29 (24 .8 ) 4 (28 .6 ) 9 ( 2 9 .0 ) 11 (22 .0 ) 5 ( 2 2 . 7)
3 - 5  years 27 ( 23 . 1) - 12 ( 3 8 . 7) 12 (24 .0 ) 3 ( 13. 6 )
Over 5 years 45 (38 .4 ) 7 ( 50 . 0 ) 8 ( 25 . 8) 20 (40 .0 ) 10 (45.5)
The reasons f o r  the most recent h o s p i t a l i z a t io n  are shown In 
Table 16. Genitour inary  problems are the most preva lent reasons fo r  
h o s p i t a l i z a t i o n .  However, c h i ld b i r t h  Is Included in th is  category and 
accounted fo r  the h igher  proport ion o f  female admissions In th is  ca te ­
gory.  There were no s ig n i f i c a n t  socia l  class d i f fe rences  In reasons 
fo r  h o s p i t a l i z a t i o n .  Men lead women in m u s c u la r -s k e le ta l , r e s p i ra to ry .
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TABLE 16
REASON FOR LAST HOSPITALIZATION BY SEX
Reason f o r  Admission
Total  
(N = I I7 )  
No. C%)
Male 
(N=26) 
No. (%)
Female  
(N=91) 
No. (%)
Examination or  Checkup 3 (2 .6 ) 3 (3 .3)
Cardiovascular 9 (7 .7 ) 2 (7 .7) 7 (7 .7)
Muscular-Skeleta l 14 (11.9 ) 7 (26.9 ) 7 (7 .7 )
Respi ra tory 11 (9 .3) 4 (15 .4 ) 7 (7 .7)
G astro in tes t ina l 13 (11.1) 4 (15 .4) 9 (9 .9)
Gen itour inary ,  including  
Del Ivery 32 (27.3 ) 1 (3 .8 ) 31 (34 .1 )
Central  Nervous System 2 (1 .7) 1 (3 .8) 1 ( l . l )
Mental I l lness 3 (2 .6 ) 1 (3 .8) 2 (2 .1 )
Cancer 2 (1 .7) 2 (7 .7 ) -
Unspecified Surgery 16 (13.7) 2 (7 .7 ) 14 (15.4)
Other 12 (10.4) 2 (7 .7 ) 10 ( I I . 0)
g a s t r o in t e s t i n a l ,  mental d isorders ,  and cancer as reasons f o r  h o s p i t a l ­
i z a t io n .  More than 25 percent o f  those h o s p i ta l i zed  were admitted in 
hospita ls  located more than f i f t y  miles from Wakita; 72 percent were 
taken to  hospi ta ls  25-49 mi les from Wakita; and 2 percent were h o s p i t a l ­
ized in Wakita.
Health Insurance and Health Care Costs 
With Increasing costs o f  medical care the importance o f  having 
heal th  insurance becomes more and more important e s p e c ia l ly  to law i n ­
come groups. In th is  study heal th  insurance re fe rs  to  fami ly  coverage 
which provides both hosp i ta l  and physic ians '  serv ices .  The q u a l i t y  or  
extent o f  coverage was not determined. Table 17 shows th a t  more than 
88 percent o f  those, in terv iewed had heal th  insurance.  This is a f a i r l y  
high ra te  f o r  heal th  insurance coverage and is re f le c te d  in a l l  the
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TABLE 17
FAMILIES REPORTING HEALTH INSURANCE BY SOCIAL CLASS'
Soc i a 1 Class .
Hea1th 
Insurance
Total  
(N=125) 
No. (%)
l - l l  
(N=14) 
No. (%)
1 11 
(N=31) 
No. (%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
Yes 111 (8 8 .8 ) 13 (92 .9 ) 27 (87 .1 ) 49 (90 .7 ) 22 (84 .6)
No 14 (11 .2 ) 1 (7 .1 ) 4 (1 2 .9 ) 5 (9 .3 ) 4 (15.4)
the e n t i r e  household.
socia l  c lasses.  Age is not a s ig n i f i c a n t  f a c to r  here although three of  
the respondents who were e l i g i b l e  fo r  Medicare had not signed up fo r  i t ,  
and they had no o ther  type o f  hea l th  insurance.  Respondents who were 
s a t i s f i e d  wi th  t h e i r  hea l th  insurance coverage comprised 66 .7  percent;  
16.2 percent were not s a t i s f i e d ;  17.1 were uncer ta in .
Health care costs fo r  the purpose o f  th is  study were defined  
as a l l  medical or dental  expenses, drugs,  eye g lasses,  and heal th  insur­
ance premiums. Each respondent was asked to  est imate  the amount his 
fami ly  had spent f o r  hea l th  care in the past twelve months. Table 18 
shows these r e s u l t s ,  i t  should be noted t h a t  Social  Class l - l I  a c tu a l ly  
had a lower proport ion of  those spending more than $1,000 f o r  health  
care than any o ther  socia l  c las s .  There were only minor d i f fe rences  
re la te d  to  age except tha t  in age group 4 5 -5 4 ,  more than 30 percent  
spent $1,000 o r  more during the past year fo r  he a l th  care.
Preventive  Health Care 
Annual dental  and physical  exams. Table 19 Indicates the
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TABLE 18
FAMILY HEALTH CARE COSTS FOR THE PAST YEAR BY SOCIAL CLASS*
Socia l  Class
Cost o f  Total  l - l l  I I I  IV V
Health Care (N=125) (N=l4)  (N=31) (N=54) (N=26)
No. (%) No. (%) No. (%) No. (%) No. (%)
Under $100 2 ( 1 .6 )  -  1 ( 3 .3 )  -  1 (3 .9 )
$100 -  $499 60 (48 .0 )  7 (50 .0 )  13 (4 1 .9 )  26 (48 .1 )  14 (53 .8)
$500 -  $999 43 (3 4 .4 )  6 (4 2 .6 )  9 ( 2 9 . 0 ) 21 ( 3 8 .9 ) 7 ( 2 6 . 9 )
$1,000 and over 20 ( I 6 . 0 ) 1 (7 .4 )  8 (25 .8 )  7 (13 .0 )  4 (15 .4 )
*For th is  question each o f  the 125 respondents gave Information fo r  
the e n t i r e  household.
TABLE 19
RESPONDENTS REPORTING ANNUAL 
DENTAL AND PHYSICAL EXAMINATIONS BY SOCIAL CLASS
Social  Class
Annual Total  l - l l  I I I  IV V
Examination (N=125) (N=14) (N=31) (N=54) (N=26)
No. (%) No. (%) No. (%) No. (%) No. (%)
Denta1
Physical
Yes 57 (45 .6 ) 5 (64 .3 ) 17 ( 5 4 . 8 ) 22 (40 .7 ) 9 (34.6)
No 68 (54 .4 ) 9 ( 3 5 . 7) 14 (45 .2 ) 32 ( 5 9 . 3 ) 17 (65.4)
Yes 40 (3 2 . 0 ) 7 ( 5 0 . 0 ) 15 (48 .4 ) 12 (22 .2 ) 6 (2 3 . 1)
No 85 (68 .0 ) 7 ( 5 0 . 0 ) 16 ( 5 1 . 6) 42 ( 7 7 . 8 ) 20 (76 .9 )
proport ion of  respondents who v i s i t  d en t is ts  and physicians annually .  
This is an important aspect o f  mainta in ing good heal th  e s p e c ia l ly  in the 
chronic i l lnesses where e a r l y  de tect ion  and treatment are  v i t a l .  I t  
should be noted t h a t  there  was a steady d e c l in e  In the percentage o f  
those who had annual physical  or  dental  examinations from Social  Class
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l - l l  to class V.
FamIly immunizations. A p r in c ip a l  fa c to r  in the contro l  of  
communicable disease is adequate community protection  through immuniza­
t io n s .  Adequate pro tect ion  was defined as: (a) p o l io — three or more
Immunizations o f  the ora l  type; (b) smallpox— a vaccinat ion in the 
past four  years ;  (c) DPT— completion o f  a l l  three in jec t ions  plus a 
booster i f  over age s ix ;  (d) te tanus— must have been immunized in the 
past four  years;  (e) measles--no time period s p e c i f ie d .  Table 20 shows 
the immunization leve ls  fo r  p o l io ,  smallpox, d ip h th e r ia ,  per tuss is ,  
te tanus ,  and measles. The overa l l  pro tect ion  of  the community is low; 
protec t ion  in the lower age groups where communicable disease is most 
l i k e l y  to occur is much higher .  The pro tec t ion  levels tend to diminish  
as age i ncreases.
C ig a re t te  smoking. The fa c t  that  c ig a r e t t e  smoking is an 
important agent in the e t io logy  of  lung cancer,  heart  disease,  and sev­
eral  other  chronic condit ions has been wel l  documented. In Wakita less 
than one fourth  o f  those interviewed admitted smoking c ig a r e t t e s .  I f  
th is  f ig u re  is adjusted f o r  sex d i f fe re n c e s ,  over h a l f  of  the males 
and 16 percent o f  the females smoke c ig a r e t t e s .  Smoking was genera l ly  
lowest in the o lder  age groups. There were no sharp socia l  class d i f ­
ferences,  but smoking was the lowest in Social Class l - l l  followed by 
classes V, IV,  and I I I .  I t  was also o f  in te r e s t  to  determine how long 
the ind iv idua l  had smoked, how much he smoked, and i f  he did not smoke 
now had he ever smoked. More than 60 percent of  the smokers had smoked 
fo r  more than twenty years;  only 6 percent had smoked fo r  legs than 
f i v e  years .  About one four th  o f  the smokers said they smoked less than
TABLE 20 
FAMILY IMMUNIZATIONS BY AGE*
Completed
Immunizations
Tota l  
No. (%)
Under 15 
No. {.%)
15 -  19 
No. (%)
^6 -  39 
No. (%)
46 -  6 T "
No. (%)
65 and over  
No. (%)
Pol lo 143 (4 2 .7 ) 67 (75 .2 ) 18 (72 .0 ) 30 (47 .5 ) 28 (3 2 .1 )
SmalIpox 102 (30 .5 ) 61 (68 .4 ) 10 (41 .7 ) 14 (22 .2 ) 14 (1 4 .7 ) 3 ( 4 .8 )
Tetanus 
(15 and over age 
groups only) 78 (32 .2 ) 16 (66 .7 ) 21 (35 .1 ) 33 (37 .5 ) 8 (1 2 .7 )
DPT
(Under 15 age 
groups only) 77 (88 .5 ) 77 (88 .5 )
Measles 
(Under 15 age 
groups only) 27 (30 .3 ) 27 (30 .3 ) - - - -
vn
equal more than 100 percent.
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two packs a day; and 15 percent smoked two or more packs d a i l y .  Ninety  
percent of  the non-smokers, a t  the time of the in te rv ie w ,  had never 
smoked so tha t  only e ight persons out o f  125 had stopped smoking in the  
las t  f i v e  years.
Chronic Disease Experience  
Table 21 shows the d i s t r i b u t i o n  of  diagnosed chronic i l lnesses  
reported by the respondents according to  socia l  c lass .  Chronic i l l n e s s ­
es were found to be a considerable problem in Wakita among Social  Class 
V. This may be,due to the larger  percentage of  persons over age 65 in 
' this social  c lass.  Although chronic i l lnesses are not l im i te d  to the  
e ld e r l y ,  incidence rates for  most o f  the chronic i l lnesses  are greater  
among the e ld e r ly .  The respondents were asked i f  they had been to ld  by 
a physician that they were a f fec ted  w i th  one o f  the l i s te d  conditions  
and I f  they had experienced symptoms o f  the condi t ion in the past two 
years .  Therefore,  the c r i t e r i a  fo r  inclusion as a chronic condition  
were symptoms occurring in the past two years th a t  had been diagnosed 
as a chronic condi t ion by a physic ian.  The most frequent ly  mentioned 
ai lment was a r t h r i t i s  fol lowed by hypertension,  g a l l  bladder problems, 
kidney a i lments ,  hear t  disease,  and hay fe v e r .  Women reported heart  
disease,  hypertension,  ga l l  bladder t r o u b le ,  kidney t ro u b le ,  asthma, 
and hay fever  more often than men. Women also reported a s l i g h t l y  high­
er  prevalence o f  cancer than men. Most o f  the cancer among men was 
skin cancer. This might be re la te d  to  the fa c t  th a t  most of  the men in 
Wakita are farmers and have a high exposure to  the sun. Gal l  bladder  
problems were about seven times more common in women than men. Convers­
e l y ,  men revealed a ra te  o f  emphysema seven times higher than women.
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TABLE 21
DIAGNOSED CHRONIC DISEASE BY SOCIAL CLASS*
Social  Class.
Diagnosed
Conditions
Total  
CN-125) 
No. (%)
l - l  1 
(N=l4)  
No. (%)
I I 1
(N=31) 
No. (%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
Heart  disease 18 (14 .4 ) 3 (21 .4 ) 3 (9 .7 ) 5 (9 .3 ) 7 (26 .9 )
High blood pressure 26 (20 .8 ) 2 (14 .3 ) 4 (12 .9 ) 7 (13 .0 ) 13 (50 .0 )
Stroke 4 (3 .2 ) - 1 (3 .2 ) 1 (1 .9 ) 2 (7 .7 )
A r t h r i t i s 44 (34 .4 ) 5 (35 .7 ) 13 (38 .7 ) 13 (24 .1 ) 13 (50.0)
Stomach u lcer 7 (5 .6 ) - 2 ( 6 .5 ) 4 (7 .4 ) 1 (3 .8 )
Gall  bladder trouble 23 (18 .4 ) 2 (14 .3 ) 1 (3 .2 ) 12 (22 .2 ) 8 (30 .8 )
Diabetes 5 (4 .0 ) — 1 (3 .2 ) 1 (1 .9 ) 3 (11.5)
Cancer 10 (8 .0 ) 4 (28 .6 ) 1 (3 .2 ) 3 (5 .6 ) I (3 .8 )
Deafness 1 ( .8) - - 1 (1 .9 ) -
B1indness 2 (1 .6 ) - - 1 (1 .9 ) 1 (3 .8 )
Rheumatic fever 1 ( .8) 1 (7 .1 ) - - -
Glaucoma — - - -
Kidney 23 (18 .9 ) 3 (21 .4 ) 9 (29 .0 ) 7 (13.0) 4 (15.4)
Asthma 6 (4 .8 ) — 2 (6 .5 ) 3 (5 .6 ) 1 (3 .8 )
Bronchi t is 12 (9 .6 ) 3 (21.4) 2 (6 .5 ) 6 (11 .1 ) 1 (3 .8 )
Tuberculosis 1 ( .8) - 1 (3 .2 ) - -
Parkinson *s disease - - - -
M u l t ip le  sc lerosis - - - - -
Emphysema 3 (2 .4 ) - 1 (3 .2 ) 2 (3 .7 ) -
Hay fever 18 (14 .4 ) 1 (7 .1 ) 5 (16 .1 ) 8 (14 .8 ) 4 (15 .4 )
Mental i l lne ss 5 (4 .0 ) - - 3 (5 .6 ) 2 (7 .7 )
Prostate  problem 3 (2 .4 ) - 2 (6 .5 ) 1 (1 .9 ) -
Accident 14 (11 .2 ) 3 (21 .4 ) 4 (12 .9 ) 3 (5 .6 ) 4 (15 .4 )
*T o ta ls  equal more than 100 percent since some.respondents reported  
more than one chronic cond i t ion .
Men also reported s l i g h t l y  more accidents than women.
The highest rates f o r  most of  the chronic diseases were re ­
ported in Social  Class V which,  as shown p re v io u s ly ,  consulted physi­
cians less on a regular  basis fo r  prevent ive  care .
Health Knowledge 
The leve l  o f  .knowledge about hea l th  and i l ln e s s  is c lose ly
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re la ted  to  an in d iv id u a l 's  hea l th  care u t i l i z a t i o n  pat terns;  i t  w i l l  
inf luence his decision to seek or  r e je c t  medical care ,  the kind o f  care  
he seeks,  and when and under what condit ions he may seek care .  The 
heal th  knowledge an ind iv idua l  possesses a lso a f f e c t s  the p a t i e n t -  
physician re la t io n s h ip  and how w e l l  the p a t ie n t  understands the i n s t r u c t ­
ions the physician gives him and how successfu l ly  the p a t ie n t  fol lows  
the physic ian 's  plan o f  t rea tm ent .  Health knowledge Is a lso re la ted  to  
an in d iv id u a l 's  perception o f  possible  hazards to his heal th  that e x i s t  
In his environment and what act ion  he takes to e l im in a te  or  minimize 
the e f f e c t  o f  possible  hea l th  hazards to  his fam i ly  and community.
Health knowledge in the present study was assessed in two ways: 
(a) a heal th  and i l ln e s s  inventory consis t ing  o f  twenty m u l t ip le -ch o ic e  
type questions and (b) a l i s t  o f  twenty medical terms that a physician  
would be l i k e l y  to use when t a lk in g  to  his p a t i e n t .  The m u l t ip le -ch o ic e  
questions included the e t io lo g y  and symptomatology of chronic condit ions  
such as tubercu los is ,  cancer,  s t ro k e ,  hear t  d isease,  asthma, a r t h r i t i s ,  
and d iabetes .  Questions were a lso  included on general  heal th  informa­
t ion  such as f l u o r i d a t i o n  of  w a t e r ,  the r e la t io n s h ip  between ru b e l la  and 
b i r t h  de fe c ts ,  the problems associated w i th  being overweight,  a i r  p o l l u ­
t i o n ,  automobile acc idents ,  p as teu r iza t io n  of  m i lk ,  and c ig a r e t t e  smok­
ing.
A complete l i s t  o f  the questions may be seen in Appendix A.
The medical vocabulary was comprised o f  twenty se lected words 
commonly used by physic ians .  Although the author recognizes some o f  the  
l im i t a t io n s  in at tempting to  assess the heal th  knowledge o f  in d iv id u a ls .  
I t  is f e l t  th a t  these questions are a reasonable te s t  o f  an in d iv id u a l 's
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leve l  o f  heal th  knowledge. The answers to  ind iv idua l  questions are not 
deemed as important-as the to t a l  number o f  questions answered c o r r e c t l y .
The resu l ts  of  the twenty m u l t ip le -c h o ic e  heal th and i l ln e s s  
inventory and the  twenty medical terms were analyzed u t i l i z i n g  analys is  
o f  var iance and Duncan's New M u l t ip le  Range Test (4 2 ) .  In the analys is  
o f  variances presented the sample was analyzed by sex,  age,  social  c lass ,  
and educational  l e v e l .  The v ar iab les  used are not independent among 
themselves.  Hence, the p r o b a b i l i t y  leve l  u t i l i z e d  fo r  each analysis o f  
var iance is appropr ia te  fo r  a considerat ion of  th a t  v a r ia b le  but is not 
appropr ia te  fo r  j o i n t  considerat ion o f  two v a r ia b le s ,  i . e . ,  the proba­
b i l i t y  o f  a type I e r r o r  w i th in  a given v a r ia b le  is 0 .0 5 ,  but the pro­
b a b i l i t y  o f  a type i e r ro r  in two var iab les  is not the product 0 .05  x 
0 .05  = 0 .0025  as would be t rue  i f  these were independent te s ts .
Health and I l lne ss  Inventory  
In the responses to  the twenty m u l t ip le -ch o ice  questions o f  the  
heal th  and i l ln e s s  inventory,  37 percent of the sample answered s ix teen  
or more questions c o r r e c t ly ;  46 percent answered from ten to f i f t e e n  
questions c o r r e c t l y ;  and almost 17 percent answered less than ten quest­
ions c o r r e c t l y .  The mean score o f  correc t  responses was 13-3* Two 
ind iv idua ls  answered a l l  twenty questions c o r r e c t l y ,  and none o f  the 
respondents answered a l l  twenty questions in c o r re c t ly  although three  
persons answered only  two questions c o r r e c t l y .
Education,  as expected,  was s i g n i f i c a n t l y  re la ted  to the number 
of questions answered c o r r e c t l y .  For example, only h a l f  o f  those re ­
spondents w i th  s ix  years or less of  education answered more than three  
questions c o r r e c t ly  and none of the respondents in th is  education group
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answered more than fourteen questions c o r r e c t l y .  Among those i n d i v i ­
duals w i th  post graduate education 75 percent answered s ix teen or more 
questions c o r r e c t ly  and none o f  the respondents in th is  group answered 
less than t h i r t e e n  questions c o r r e c t l y .  Table 22 shows the analysis  o f  
var iance of  correc t  responses in the hea l th  and i l lness  inventory by 
sex,  age, educat ion,  and socia l  c la ss .  This tab le  shows the F value fo r  
education is s ig n i f i c a n t  at  the 0 .05  level  of  confidence.  The mean 
scores o f  c orrec t  responses by sex,  age,  education ,  and socia l  class are  
shown in Table 1 o f  Appendix B. The mean score o f  correct responses fo r  
those ind iv idua ls  w i th  s ix  years or less o f  education was 7 .7 ;  highschool 
graduates,  13.6,; co l lege  graduates,  15.1;  and those with  post graduate  
educat ion,  16.5.
TABLE 22
ANALYSIS OF VARIANCE; CORRECT RESPONSES ON 
' HEALTH AND ILLNESS INVENTORY
Variance Source df ss ms F P
Sex 1 53.24 53.24 3.59 ns*
Error 123 1819.59 14.79
Age 5 229.09 45.82 3.32 0 ,05
Error 119 1643.74 13.81
Educat ion 6 518.51 86.41 7.52 0 .05
Error 118 1354.31 11.47
Social  Class 3 247.08 82.36 6.12 0 .05
Error 121 1625.74 13.43
"Not s i g n i f i c a n t
The F value f o r  sex was not s ig n i f i c a n t  a t  the 0 .05  level  of  
confidence (Table 2 2 ) .  Females performed s l i g h t l y  b e t te r  on the heal th
58
and i l ln e s s  inventory than men. Females had a mean score of  13-6 and 
males 12.0; however these d i f ferences were not s ig n i f i c a n t .  The pro­
port ion of  men and women who answered less than ten and more than s i x ­
teen questions c o r re c t ly  were almost i d e n t i c a l .
There was a s i g n i f i c a n t  re la t io n s h ip  between age and the level  
o f  heal th  information.  As age increased the number o f  correct respons­
es decreased, with  the exception o f  indiv iduals  under 25 years of  age,  
who showed a comparable correct response score to  the age 65 and over 
group. The younger the respondent the more l i k e l y  he was to score high 
on the heal th  and i l ln e s s  inventory.  Table 22 shows that  the F value  
fo r  age is s ig n i f i c a n t  at the 0 .0 5  level  of  confidence.  Among persons 
under 25,  only 14.3 percent answered six teen or more questions c o r re c t ­
l y .  The respondents 65 years and over had 18.6 percent with  six teen  
or more correct answers. In the age groups between these two extremes 
( 2 5 -6 4 ) ,  the percentages of  six teen or more correct answers ranged from 
61 percent to 55 percent.  The mean score fo r  the age 65 and over group 
was 11 .6 ,  the under -25 group 12 .5 ,  and the 35-44 group 15.2.
Social  class was also s ig n i f i c a n t l y  re la ted  to the level  of  
heal th  knowledge as measured by the number o f  correct responses on the 
heal th  and i l ln e s s  inventory.  None o f  the respondents in Social  Class 
I - 11 answered less than ten questions c o r r e c t l y ;  h a l f  o f  th is  social  
class gave the correct  responses fo r  six teen or more quest ions.  For ty -  
two percent o f  Social  Class I I I  answered s ixteen or more questions 
c o r rec t ly  and 20 percent answered less than ten questions c o r r e c t l y .  
Social  Class IV reported 35 percent with  s ix teen or more correc t  answers; 
Social  Class V had only 23 percent who answered s ixteen or more questions
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c o r r e c t l y .  In examining the mean scores o f  the social  classes the 
scores fo l low very d i s t i n c t  socia l  class p a t te rn s .  The mean score of  
correct  responses by socia l  class ranged from 15.3 in Social Class l - l l  
to 10.7 for  Social  Class V. Social  Class 111 reported 13.9 and class  
IV 13.6 .  These d i f fe rences  reveal  an F value  in Table 22 tha t  is s ig ­
n i f i c a n t  a t  the 0 .0 5  confidence l e v e l .  The mean scores of  correct re ­
sponses by sex,  age,  education,  and socia l  class are  shown in Table 1 
of Appendix B.
The percentage of  respondents who successfu l ly  answered the  
ind iv idua l  questions re la te d  to  heal th  knowledge ranged from a high of  
95 percent c orrec t  answers on a question tha t  l inked c ig a r e t t e  smoking 
to  high rates o f  lung cancer,  emphysema, and several  other i l ln e s s e s ,  
to a low of 34.4 percent of  the respondents who could c o r re c t ly  e s t i ­
mate, the number o f  people k i l l e d  in automobile accidents in 1968. The 
questions the respondents g enera l ly  did poorest on were: Only 54 per­
cent could i d e n t i f y  lung.cancer as being the most common type o f  cancer  
in men. Less than h a l f  (49 percent) chose some form o f  para lys is  as 
the most common symptom of a s t roke;  62 percent did not know that  the 
abdomen pain associated w i th  ulcers is o f ten  re l ieved  by e a t in g .  Only 
58 percent o f  the respondents knew th a t  people who had consanguine r e l a ­
t ives  w i th  diabetes were most l i k e l y  to  develop d iabetes .  A great num­
ber of  respondents answered th a t  people who eat  too much sugar were 
most l i k e l y  to develop d iabetes .  S l i g h t l y  more than h a l f  (53 percent)  
were aware th a t  the l i k e l ih o o d  of b i r t h  defects being present in a baby 
was great i f  the mother had had ru b e l la  during the f i r s t  t r im ester  of 
her pregnancy. This information was c o l le c te d  before the statewide
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rube l la  educatlon-immunizatlon program. About h a l f  (50 .4  percent)  
c i te d  automobiles as the c h ie f  c o n t r ib u to r  to the a i r  p o l lu t io n  problem 
in tfie United S ta tes .  S l ig h t l y  more than one t h i r d  knew "5^,000 people 
were k i l l e d  in automobile accidents in 1968.
Respondents were somewhat b e t te r  informed on these questions:  
Almost 69 percent c o r re c t ly  answered tha t  tuberculos is  is due to  i n f e c t ­
ion with  a germ. Others thought i t  was due to  prolonged exposure to  
the co ld ,  anemia and vitamin d e f ic ie n c y ,  or had no Idea what the cause 
might be. S ix ty - f o u r  percent knew that a s troke was a hemorrhage or  
blood c lo t  in the b r a in .  About three four ths o f  the respondents sta ted  
a coronary thrombosis was a blood clot,  in a hear t  a r t e r y ;  those who in ­
c o r r e c t ly  answered thought i t  was the same as a s troke or a kind of  
cancer.  However, only 61 percent i d e n t i f i e d  the most common symptom o f  
a coronary thrombosis as a steady pressing pain in the chest.  Seventy-  
one percent knew that diabetes is more common in persons who are over ­
weight .  The percentage f e l l  to 61 percent among those who were aware 
tha t  cerv ica l  cancer can be detected by a quick and r e l i a b l e  te s t  in the 
doctor 's  o f f i c e .  Only 5 percent more o f  the women knew th is  information  
compared to  the men. Seventy-one percent id e n t i f i e d  o ver -ea t ing  as 
being the most common cause for  being overweight as opposed to  genet ic  
factors  and glandular  problems.
The respondents were best informed on these questions: E ighty -
e ight percent o f  the respondents c o r r e c t ly  answered tha t  a r t h r i t i s  is 
a condi t ion in which the j o i n t s  are p a i n f u l ,  swollen or misshapen. 
Ninety-one percent knew tha t  asthma is a condi t ion in which there  is 
wheezing and d i f f i c u l t y  in breathing as opposed to  a severe chest cold
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or a form o f  pneumonia. Leukemia was c o r r e c t ly  i d e n t i f i e d  as a cancer­
l i k e  condi t ion  by 80 percent o f  the respondents. The two questions wi th  
the h ighest percentage o f  correct answers were the questions on why mi lk  
is pasteur ized and the e f f e c t s  o f  c ig a r e t t e  smoking w i th  93 percent and 
95 percen t ,  re s p e c t iv e ly ,  c o r r e c t ly  answered.
In 1968, the three  leading causes o f  death in the United States  
were (a)  heart  disease,  (b) cancer,  and (c) s troke.  Only one person out 
of  125 c o r r e c t l y  i d e n t i f i e d  a l l  th ree  causes; 37 percent id e n t i f i e d  two 
o f  the causes; 83 percent named one c o r r e c t l y .  Many people named the  
war in Vietnam, r i o t s ,  murder, s u ic id e ,  drownings, and deaths in f i r e s  
as one o f  the three  leading causes o f  death.  People were also very much 
aware o f  automobile accidents as a cause o f  death in the United S ta tes.
The level  o f  hea l th  knowledge in Wakita shows a need fo r  more 
heal th  information in the community on many health problems. Indiv iduals  
answering s ix teen or more questions c o r r e c t ly  were judged to  be reason­
ably wel l  informed on heal th  matters .  Those persons w i th  ten to f i f t e e n  
correc t  responses were considered not so wel l  informed, and respondents 
with  less than ten correc t  answers were judged to  be r e l a t i v e l y  unin­
formed on hea l th  and i l l n e s s .  Only s l i g h t l y  more than one t h i r d  can be 
considered to  be reasonably wel l  informed on heal th  and i l l n e s s .  Even 
among those persons with  a highschool education or b e t t e r ,  no more than 
one t h i r d  are  we l l  informed in heal th  matters .
Medical Vocabulary 
The other  measure o f  hea l th  knowledge u t i l i z e d  in th is  study 
was a l i s t  o f  twenty medical terms. These words are twenty o f  the terms 
used in a study done by Samora, Saunders and Larson (31) to  te s t  the
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knowledge o f  hospi ta l  o u t - p a t ie n ts  on medical terminology.  Each 
respondent was asked to def ine  or  give what each of the words meant to  
him. The ind iv idual  words are not the important aspect of  th is  t e s t .
They are  representa t ive  o f  a larger  number o f  terms a physician would 
be l i k e l y  to  use in t a l k i n g  to his p a t i e n t .  Proper understanding of  
these terms would have a d i r e c t  in f luence on the p a t i e n t ' s  understand­
ing o f  what the physician may have to ld  him and the p r o b a b i l i t y  of  the 
p a t ie n t  fo l low ing  the physic ian 's  in s t ru c t io n s .  The respondents had 
an opportunity  to  hear the word pronounced and to see the word before  
they were asked to  give the meaning of the term.
Only one respondent gave an adequate d e f i n i t i o n  to a l l  twenty 
terms, and no s in g le  term was adequately defined by a l l  respondents.  
S l i g h t l y  more than 25 percent of  the respondents c o r re c t ly  defined s i x ­
teen or more.of  the terms; s l i g h t l y  less than 25 percent c o r rec t ly  
defined less than ten terms; and about h a l f  o f  the respondents adequately  
def ined between ten and f i f t e e n  terms. The mean score o f  adequately  
defined terms was 12.4 .  The range o f  ind iv idua l  responses in the ade­
quate ly  defined category was from two to  twenty. Each of the 125 i n d i ­
v iduals  interviewed responded to  a l l  twenty terms; about 62 percent of  
t h e i r  responses were scored in the adequately defined category.  Twenty- 
e ig h t  percent o f  the responses were scored in the incorrect or vague 
category.  To about one tenth (9 .8  percent)  of  the terms the respondent 
could not or would not attempt any statement o f  meaning.
Four o f  the var ia b les  thought to have some assoc iat ion wi th  
v a r ia t io n  in performance on the vocabulary schedule were sex,  age, edu­
c a t io n ,  and socia l  c las s .  An analysis  o f  var iance and Duncan's New
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M u l t ip le  Range Test (42) were u t i l i z e d  to te s t  fo r  s ig n i f i c a n t  d i f f e r ­
ences with  respect to these v a r ia b le s .  An analysis  o f  variance In the 
d i s t r i b u t i o n  of  adequately defined terms by sex resulted In an F value  
which Is not s ig n i f i c a n t  a t  the 0 .05  level o f  confidence.  The mean 
score fo r  women was 12.6 and the mean score for  men was 11.4 .  Females 
also performed s l i g h t l y  b e t te r  In the category o f  s ixteen or more cor­
rect responses than men.
Var ia t ions  by age In the number o f  terms adequately defined  
fol lowed a very s im i la r  pa ttern  to th a t  described by the heal th and 
i l ln e s s  Inventory.  Those In the youngest and the oldest age groups had 
the fewest number of  correct answers. Those 65 and over comprised only 
18 percent o f  the group de f in ing  s ixteen or  more terms c o r rec t ly  whi le  
the age*groups from 25 to  54 scored 30 to 38 percent In the s ixteen and 
over c o r re c t ly  defined terms category.  For ty - four  percent o f  those 65 
and over answered less than ten terms adequately.  The age category  
with  the highest mean score was the 25 to  34 category wi th a score of
14.8.  The lowest mean score was 10.5 In the 65 and over category.  The 
mean scores of  the number o f  adequately defined terms are  shown In Table 
2,  Appendix B. Table 23 shows an F value for  age that Is s ig n i f i c a n t  
a t  the 0 .05  leve l  of- confidence.
The number o f  years o f  education was the p r in c ip a l  fa c to r  In­
volved in number o f  medical terms adequately de fined.  Table 23 shows 
an F value fo r  education which Is s ig n i f i c a n t  at the 0 .05  level  o f  con­
f idence.  A comparison of the two extreme categories  o f  education 
achievement I l l u s t r a t e s  the d i f ferences In the number of  terms adequately 
defined.  Among Indiv iduals  with post graduate educat ion,  100 percent
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TABLE 23
ANALYSIS OF VARIANCE: CORRECT RESPONSES
TO TWENTY MEDICAL TERMS
Variance Source d f ss ms F P
Sex 1 30.40 30.40 2.03 ns*
Error 123 1836.11 14.92
Age 5 297.60 59.52 4.51 0 .05
Error 119 1568.92 13.18
Education 6 714.95 119.15 12.2 0.05
Error 118 1151.57 9 .75
Social  Class 3 305.05 101.68 7.87 0 .05
Error 121 1561.46 12.90
"Not s ig n i f i c a n t
adequately defined s ix teen or more terms. No respondent having less 
than seven years o f  education gave an adequate answer to  more than nine 
terms. There was a d i r e c t  re la t io n s h ip  between the number o f  terms 
adequately defined and the level  of  educat ion.  The mean score of  cor­
rect responses fo r  ind iv idua ls  wi th  an elementary education (s ix  years 
or less) was 5 .5 ;  fo r  a highschool graduate the mean score was 13. 2 ; 
col lege graduates had a score of  15.3 and those with  post graduate t r a i n ­
ing 17. 0 . The remainder o f  the mean scores may be seen in Table 2 ,  
Appendix 8.
I t  was a n t ic ip a te d  tha t  education would be s ig n i f i c a n t l y  re ­
lated to  the number o f  medical terms c o r r e c t l y  defined;  however, i t  was 
not expected th a t  respondents with  a f a i r l y  high level o f  education 
would perform a t  the low level they d id .  Even among highschool grad­
uates a t h i r d  of  the responses could not be scored as ind ica t ing
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adequate understanding o f  the terms te s te d .  The performance on th is  
t e s t ,  even a l lowing fo r  substant ia l  e r r o r  In scor ing ,  was low enough 
to suggest th a t  lack o f  knowledge o f  medical terms may serve as a b a r ­
r i e r  fo r  adequate pa t ie n t -p h y s ic ian  communication.
When the number of  adequate responses was analyzed by socia l  
c la ss ,  the f ind ings  were s im i la r  to  tha t  o f  education.  The higher the  
socia l  class o f  the respondent the more l i k e l y  he was to g ive  an ade­
quate response. Socia l  Class i - l i  had a mean correct  response score o f  
15.3;  Social  Class 111, 13*0; Social  Class iV,  12 .5 ;  and Social  Class V,
9 . 8 .  These d i f fe rences  were s ig n i f i c a n t  a t  the 0 .0 5  level  (Table 2 3 ) .  
S i x t y - f o u r  percent o f  the respondents in Social  Class l - l l  c o r r e c t ly  
defined s ixteen or more terms and only 7 percent had less than ten ade­
quate d e f i n i t i o n s .  In contrast only 4 percent of  Social  Class V had 
sixteen or more c orrec t  responses and 42 percent had less than ten cor ­
re c t  responses.
The ind iv idua l  terms had a c o r rec t  response percentage which 
ranged from 96 .8  percent fo r  the term "vomit" to  7 .2  percent fo r  the 
word "tendon."  There were f i v e  words which were answered c o r r e c t iy  80 
percent or more o f  th e . t im e ;  seven words were answered c o r r e c t ly  less 
than h a l f . o f  the t ime. T h i r t y - f o u r  percent of  the sample had no know­
ledge of the meaning o f  the term " t e r m i n a l . "  Among the incorrect re ­
sponses given f o r  the word terminal  was " t o  do something r e g u l a r l y . "  
Other incorrec t  responses included: " I n j e c t i o n "  was defined as " to
clean out something." "Tendon" was defined as "when some par t  o f  the  
body is te n d e r ."  " In t e r n "  was defined as "someone a woman goes to to  
have a baby,"  and a lso "something ins ide  your body." A "nerve",was
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"something kids get on a f t e r  a hard day's work ."  " O ra l ly "  meant "to  
rub something on you," and "to take r e g u l a r l y . "  An "appendectomy" was 
in c o r re c t ly  defined as " to  take something f o r  pain" and " to  have your 
to n s i ls  o u t . "
In comparing the Wakita resu l ts  to  those of  Samora and his  
colleagues ( 3 1 ) ,  i t  is evident  tha t  the Wakita sample performed much 
b e t te r  on the vocabulary te s t  than did the hospi ta l  group, which was o f  
comparable socio-economic s ta tu s .  The Wakita sample had a higher per­
centage o f  c o r rec t  answers on f i f t e e n  o f  the twenty terms. In most 
cases the percentage was much g re a te r  f o r  the Wakita sample. In the 
f i v e  tefms th a t  the hospi ta l  group had a higher percentage on, the 
g re a tes t  percentage d i f fe r e n c e  was only 10 percent.  The Wakita group 
also had much lower percentages in the "no knowledge category ."  The 
Wakita sample had a mean percentage o f  adequately defined terms of 62 .2  
and a mean percentage of  no knowledge responses of only 9 .8  percent,  
in Samora's study f o r  the same twenty terms the adequate response ra te  
was 4 6 .7  and the no knowledge category comprised 27.1 o f  the responses. 
The resu l ts  o f  the  two studies are compared in Table 24.
Source o f  Health Information
Each respondent was asked to  give his primary source of  heal th  
in formation.  Respondents l i s t e d  physicians as t h e i r  primary source o f  
information on heal th  over 70 percent o f  the t ime. The next most f r e ­
quently c i t e d  sources were books (16%),  t e l e v i s io n  (4 .8%) ,  newspapers 
(2 .4% ) ,  and r e la t i v e s  (2 .4%);  a l l  other sources made up less than 5 
percent.  The Social  Classes l - l l  and I I I  r e l i e d  much less h eav i ly  on 
physicians fo r  t h e i r  hea l th  information than Social  Classes IV and V.
TABLE 24
COMPARISON OF THE RESPONSES TO TWENTY MEDICAL TERMS 
IN WAKITA AND UNIVERSITY OF COLORADO HOSPITAL
Medical Term
Response -  Wakita Response -  U n iv e rs i ty  o f  Colorado
Adequate 
No. (%)
Wrong or  Vague 
No. (%)
No Knowledge 
. No. (%)
Adequate 
No. (%)
Wrong or  Vague 
No. (%)
No Knowledge 
No. (%)
Vomi t 121 ( 9 6 . 8 ) 4 (3 .2 ) 123 (98 .4 ) 2 (1 .6 )
In je c t io n 118 (94 .4 ) 5 (4 .0 ) 2 (1 .6 ) 108 (8 6 .4 ) 5 ( 4 .0 ) 12 (9 .6 )
Amputate 118 (94 .4 ) 1 ( .8) 6 (4 .8 ) 103 (8 2 .4 ) 6 (4 .8 ) 16 (1 2 .8 )
Pulse 102 (81 .6 ) 21 (16 .8 ) 2 (1 .6 ) 86 (6 8 .8 ) 37 ( 2 9 . 6 ) 2 (1 .6 )
Abdomen 101 (8 0 .8 ) 20 (16 .0 ) 4 (3 .2 ) 100 (8 0 .0 ) 9 (7 .2 ) 16 (1 2 .8 )
MaiIgnant 97 (77 .6 ) 20 (16 .0 ) 8 (6 .4 ) 22 (1 7 .6 ) 35 (28 .0 ) 68 (5 4 .4 )
Respi ra tory 97 (77 .6 ) 13 (10 .4 ) 15 (12 .0 ) 38 (3 0 .4 ) 24 (1 9 .2 ) 63 (50 .4 )
Autopsy 88 (70 .4 ) 32 (2 5 .6 ) 5 (4 .0 ) 75 (60 .0 ) 29 ( 2 3 . 2) 21 (T6 .8 )
S ed a t1ve 87 (6 9 .6 ) 32 (25 .6 ) 6 (4 .8 ) 68 (54 .4 ) 22 ( 17. 6 ) 35 (28 .0 )
D i l a t e 87 (69 .6 ) 26 (20 .8 ) 12 ( 9 .6 ) 40 (3 2 .0 ) 43 (3 4 .4 ) 42 (33 .6 )
O r a l l y 84 (67 .2 ) 26 (2 0 .8 ) 15 (12 .0 ) 43 (3 4 .4 ) 57 (45 .6 ) 25 (2 0 .0 )
Card 1ac 80 (64 .0 ) 30 (24 .0 ) 15 (12 .0 ) 43 (34 .4 ) 9 ( 7 .2 ) 73 (5 8 .4 )
Cerebral 74 (59 .2 ) 47 (3 7 .6 ) 4 (3 .2 ) 57 (45 .6 ) 18 (1 4 .4 ) 50 (40 .0 )
Appendectomy 61 (48 .8 ) 53 (42 .4 ) 11 (8 .8 ) 35 (2 8 .0 ) 28 (2 2 .4 ) 62 (4 9 .6 )
Terminal 56 (4 4 .8 ) 26 (2 0 .8 ) 43 (3 4 .4 ) 16 (1 2 .8 ) 60 (4 8 .0 ) 49 (39 .2 )
Therapy 54 (43 .2 ) 57 (4 5 .6 ) 14 (11 .2 ) 32 (2 5 .6 ) 37 (29 .6 ) 56 (4 4 .8 )
Germs 50 (40 .0 ) 56 (44 .8 ) 19 (15 .2 ) 63 (50 .4 ) 55 (4 4 .0 ) 7 (5 .6 )
In te rn 47 (37 .6 ) 71 (56 .8 ) 7 (5 .6 ) 63 (5 0 .4 ) 44 (35 .2 ) 18 (14 .4 )
Nerve 23 (18 .4 ) 71 (56 .8 ) 31 (24 .8 ) 28 (22 .4 ) 80 (64 .0 ) 17 (13 .6 )
Tendon 9 (7 .2 ) 90 (72 .0 ) 26 (20 .8 ) 16 (12 .8 ) 58 (46 .4 ) 51 (4 0 .8 )
Total 1,554 (62 .2 ) 701 (28 .0 ) 245 (9 .8 )  1 ,159 (4 6 .7 ) 656 (2 6 .2 ) 685 (2 7 .1 )
ON
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Social Class l - l l  gave books as t h e i r  primary source o f  information 21.4  
percent o f  the time w h i le  Social  Class V, only 3*8 percent .  I t  was
found tha t  the ind iv idua ls  who named books as t h e i r  main source o f  in ­
formation were s i g n i f i c a n t l y  b e t te r  informed and scored higher on both 
indexes o f  heal th  knowledge than did those persons who re l ie d  on t h e i r
physicians as t h e i r  major source of  heal th informat ion.
Health At t i tudes
The t h i r d  o b je c t iv e  o f  th is  study was to  determine what the 
people of  Wakita thought about heal th  and i l l n e s s .  Data were co l lec ted  
on factors  considered in the se iect ion  o f  a physic ian,  s a t is f a c t io n  wi th  
physic ian,  a t t i tu d e s  toward medicare,  perception of  heal th  needs and 
problems in Wakita,  and the three  a t t i t u d e  scales concerning (a) skep­
t ic ism of medical c are ,  (b) s ick  ro le  dependency, and (c) denial  o f  the  
s ick  ro le .
Selection o f  a Physician 
The respondents were presented with  a set  o f  statements th a t  an 
ind iv idual  might consider in the se lect ion  of  a physic ian.  Each i n d i v i ­
dual was asked how important each of the statements would be to  him in 
se ie c t ing  a physic ian.  As Table 25 reveals the most important items 
were the personal aspects o f  the p a t ien t -phys ic ian  r e la t io n s h ip ,  i . e . ,  
how the physician responded to  the pa t ien t  and how the physician t reated  
the p a t ien t  persona l ly ;  the e f f i c ie n c y  of  the physician also rated as a 
very important item. Items that were considered of lesser  importance 
were the medical school from which the physician graduated,  sex and age 
o f  the physic ian,  and whether or not he was in p ra c t ice  with  other
TABLE 25
FACTORS CONSIDERED OF IMPORTANCE IN SELECTION OF A PHYSICIAN
importance o f Informat ion
Factors In S e lec t ion  
o f  a Physician
Very Important  
No. U )
Somewhat Important  
No. (%)
Not Very Important  
No. (%)
Un Important  
No. (%)
The medical school graduated  
from 9 (7 .2 ) 22 ( 17 . 6) 74 (59 .2 ) 20 (1 6 .0 )
That he Is a male doctor 24 (19 .2 ) 31 (24 .8 ) 52 (41 .6 ) 18 (14 .4 )
How he acts or  behaves 84 ( 6 7 . 2 ) 32 ( 2 5 . 6) 9 (7 .2 ) -
What he charges f o r  his serv ices 59 (47 .2 ) 48 (38 .4 ) (14 .4 ) -
Appearance o f  his o f f i c e 71 (56 .8 ) 49 (39 .2 ) 5 (4 .0 ) —
That he Is an o ld e r  doctor 4 (3 .2 ) 40. (3 2 .0 ) 66 (52 .8 ) 15 (12 .0 )
His w i l l in g n e s s  to  make house 
cal Is 51 (40 .8 ) 46 (3 6 .8 ) 25 (2 0 .0 ) 3 (2 .4 )
Whether he prac t ice s  w i th  
other  doctors 3 (2 .4 ) 25 (2 0 .0 ) 85 (6 8 .0 ) 12 ( 9 .6 )
The d is tance from his  o f f i c e  
to  my home 48 (38 .4 ) 40 (3 2 .0 ) 32 (25 .6 ) 5 (4 .0 )
How he t r e a t s  me 109 (87 .2 ) 15 (12 .0 ) 1 ( .8) -
The length of  t ime you must 
w a i t  to  see him 31 (24 .8 ) 73 (5 8 .4 ) 21 (16 .8 )
What hosp i ta l  he pra c t ic es  In 31 (24 .8 ) 49 (3 9 .2 ) 45 (3 6 .0 ) -
How e f f i c i e n t  he i s ,  th a t  I s ,  
doesn 't  waste any time 105 (84 .0 ) 19 (1 5 .2 ) 1 ( .8) -
o\
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physicians.  The appearance o f  the physic ian 's  o f f i c e ,  charges f o r  s e r ­
v ices ,  w i l l ingness  to make house c a l l s ,  distance to physic ian 's  o f f i c e ,  
w ai t ing  t ime to  see physic ian,  and the hospi ta l  in which the physician  
admitted his  pa t ien ts  were a l l  r e l a t i v e l y  important in the se le c t io n  of  
a physic ian.
Although only 7 percent o f  the to t a l  interviews showed the 
medical school from which the physician had graduated to  be very import­
ant in the se le ct ion  o f  a physic ian,  over 28 percent o f  Spcial  Class 
I -11 thought i t  was very important.  No one in Social Class V thought 
i t  was very important (only 3*8 percent thought i t  was somewhat import­
a n t ) .  Male physicians were much more pre fe rred  in Social Classes IV 
and V than in Social  Classes I - I  I and I I I .  The behavior o f  the physi­
cian and a t te n t io n  he gives to his  pa tients  were important in a l l  so­
c ia l  c lasses,  although i t  appeared to  be somewhat more important in 
Social  Classes IV and V. The fee charged fo r  services was c i t e d  as 
very important by 21 percent of  those in Social  Class I - I  I w h i le  50 per­
cent o f  Social  Class V responded th a t  i t  was very important.  There was 
less than a 10 percent d i f fe re n c e  among the socia l  classes in the im­
portance o f  the appearance o f  the physic ian 's  o f f i c e  and the d istance  
to the physic ian 's  o f f i c e .  Social  Class V indicated th a t  i t  was more 
important to  them th a t  the physician be middle aged or o lder  than i t  was 
fo r  Social  Classes 1 -1 1 and I I I .  The w i l l ingness  o f  the physician to  
make house c a l l s  was more important to Social  Classes I - I  I and I I I  
than i t  was fo r  classes IV and V. The hospi ta l  the physician used when 
admitt ing a p a t ie n t  was l i s t e d  as an important considerat ion by h a l f , o f  
Social  Class l - l l ;  s l i g h t l y  over 11 percent o f  Social  Class V sta ted
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i t  was very important.  A l l  o ther  fac to rs  showed almost no socia l  class  
d i f f e r e n c e s .
S a t is f a c t io n  w i th  Physician  
S l i g h t l y  over h a l f  o f  the respondents said they had changed 
physicians in the past f i v e  years (Table 26 ) .  Change of physicians  
had occurred in 71 p e rc e n t  o f  those in Social  Class l - l l  and in only  46 
percent o f  those in Social Class V. However, among those who had changed 
physic ians,  d is s a t i s f a c t i o n  w i th  the physician was expressed as a reason 
fo r  the change only 8 percent o f  the t ime.  The most f re q u e n t ly  named 
reasons fo r  the changes were th a t  the ind iv idua l  had moved, or tha t  the 
physic ian had moved, r e t i r e d  or  d ied ,  or simply th a t  i t  was more conven­
ien t  to change because o f  the d istance one had to t ra ve l  to see t h e i r  
physic ian .  One f i f t h  of  the respondents reported tha t  they had had a 
"bad" experience w i th  a physician which made them lose confidence in 
him (See Table 2 6 ) .  The percentage o f  persons who had had a "bad" exper­
ience w i th  a physician was d i r e c t l y  re la ted  to social  c lass; 28 percent  
of  Social  Class l - l l  had had a bad experience which made them lose con­
f idence in t h e i r  physicians w h i le  only 11 percent o f  Social  Class V 
re la te d  th a t  type of  exper ience .  Some examples of  "bad" experiences  
in d iv id u a ls  re la te d  included unnecessary surgery,  physician being under 
the in f luence  of  alcohol or drugs,  physician re fus ing to see p a t i e n t ,  
p a t i e n t ' s  d i s s a t i s f a c t i o n  w i th  re su l ts  o f  medical treatment by physic ian,  
wrong diagnosis ,  and the physician leaving town whi le  the p a t ien t  was 
i l l .  Neverthe less ,  almost 70 percent o f  the sample said they were very 
s a t i s f i e d  w i th  the care received from physicians; 27 percent stated  
they were somewhat s a t i s f i e d ,  and 3 -2  percent f e l t  the care received
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was j u s t  s a t i s f a c t o r y .  Social  Class V revealed a higher percentage  
(76 .9  percent)  o f  those who were very s a t i s f i e d  than any other  social  
class but a lso reported the highest percentage ( 3 .8  percent)  o f  those 
who were least s a t i s f i e d  w i th  the care received from physic ians.
Two t h i r d s  of  those interviewed f e l t  i t  was very important that  
they see the same physician each time they needed one. I t  was more 
iniportant to Social  Classes I I I ,  IV,  and V than i t  was f o r  Social  Class 
l - l l .  Twenty percent o f  Social  Class l - l l  said i t  was not very important 
to see the same physician each time and only 3 -8  percent o f  Social  Class 
V f e l t  th is  way.
TABLE 26
RESPONDENTS WHO HAD CHANGED PHYSICIANS OR HAD A "BAD"
EXPERIENCE WITH A PHYSICIAN IN PAST FIVE YEARS
Social  Class
Total  
(N=125) 
No. (%)
l - l l
(N=14) 
No. (%)
I I I  
(N=31) 
No. (%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
Changed physician 63 (50.4) 10 (71 .4) 16 (51 ,6 ) 25 (46 .8 ) 12 (46 .2 )
"Bad" experience  
with physician 25 (20 .0 ) 4 (28 .6 ) 7 (22 .6 ) 11 (20 .4 ) 3 (11 .4 )
The great  m a jor i ty  o f  a l l  respondents indicated tha t  they pre­
f e r  to  see a general  p r a c t i t i o n e r  ra th e r  than a s p e c i a l i s t  i f  they are  
in need o f  medical care .  Less than 2 percent reported they p re fe r  to  
see a s p e c i a l i s t  i n i t i a l l y  when they are i l l .
A t t i t u d e  on Medicare 
Each respondent was asked to  ind ica te  his opinion about
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medicare or government sponsored heal th  insurance fo r  persons s ix t y -  
f i v e  and over.  Three f i f t h s  of the sample indicated a favorab le  re a c t ­
ion to the medicare program. S l ig h t l y  over 20 percent stated they were 
not in favor of  medicare; another 20 percent re la ted  that they were un­
sure of  how they viewed medicare. Some d i s t i n c t  social  class d i f f e r ­
ences appeared in a t t i tu d e s  toward medicare. Approximately one th i rd  
(35 percent) o f  Social  Class 1-11 thought medicare was a good idea; 28 
percent were opposed to i t ;  and 35 percent were unsure of  what t h e i r  
a t t i t u d e  was concerning medicare. Among Social Classes I I I  and IV a 
larger  proport ion favored medicare (61 .3 percent and 57.4  percent,  
respect ive ly )  than in Social Class l - l l .  Social Class V showed the most 
s t r i k i n g  p o s i t i v e  fe e l in g s  about medicare with  73 percent favor ing  i t  
and only 7*7 percent object ing to i t .  Table 27 shows these re s u l ts .
Some even sharper d i f fe rences  existed when the responses were 
examined by age. As might be expected,  as age increases so does support 
of the medicare program. Only 28^6 percent of  those twenty to twenty-  
four years old thought medicare was a good idea whi le  81 .4  percent of  
persons 65 and over favored medicare.  There were only 7 percent of  
those 65 and over who were opposed to medicare. O v e ra l l ,  there  were 
approximately the same number o f  people who opposed medicare as those 
who were uncertain of  t h e i r  opinion regarding medicare.
The respondents were also asked i f  they thought medicare should 
be a v a i l a b le  to everyone regardless of  age. Only 5 percent thought medi­
care or a s im i la r  program should be a v a i la b le  to everyone; two th i rds  
of those interviewed did not fee l  medicare should be extended; s l i g h t l y  
over 25 percent were non-committal.  S u rp r is in g ly ,  Social Class l - l l
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TABLE 27
ATTITUDES TOWARD MEDICARE BY SOCIAL CLASS
Social Class
Total  
(N=125) 
No. (%)
l - l l
(N=14) 
No. (%)
11 1 
(N=31) 
No. (%)
IV
(N=54) 
No. (%)
V
(N=26) 
No. (%)
A t t i tu d es  Toward Con,cep t  of
74 (59 .2 )  
26 (20 .8 )  
25 (20.0)
Med i ca re
Good Idea 
Don' t  l i k e  i t  
Don't know
5 (35.7)
4 (28 .6 )
5 (35 .7)
19 (61.3)  
7 (22.6)  
5 (16 .1 )
31 (57.4)  
13 (24 .1 )  
10 (18 .5 )
19 (73.1)  
2 (7 .7 )  
5 (19.2)
A t t i tude s  Toward Greater  A v a i l a b i l i t y  o f  Medicare
Yes
No
Don' t  know
7 (5 .6 )  
83 (66.4)  
35 (28 .0 )
2 (14 .3 )  
8 (28.6)  
4 (57.1)
1 (3 .2 )  
18 (58.1)  
12 (38.7)
2 (3 .7 )  
41 (75 .9 )  
11 (20 .4 )
2 (7 .7)  
16 (61.5)  
8 (3 0 . 8)
showed the lowest percentage o f  disagreement (28 .6  percent) o f  any other  
socia l  c lass.  Over h a l f  o f  those in Social  Class l - l l  were unsure of  
how they f e l t  about th is  quest ion.  The highest degree o f  opposit ion  
to extension o f  medicare was found in Social  Classes IV and V.
Age was not s i g n i f i c a n t l y  re la ted  to  a t t i tu d e s  toward the 
extension of medicare. The reasons stated most of ten in opposit ion to  
extension of medicare were the high cost of  such a program and tha t  
people who could a f fo rd  i t  should pay for  t h e i r  own medical care .  Many 
ind iv idua ls  re la ted  a sof tening o f  opinion against medicare and the  
possible  inclusion o f  groups outs ide the age 65 and over group. This 
statement was heard q u i te  o f ten :  "A year or so ago I was very much
against medicare; since then I have seen some good things done for  old 
people through the program; maybe there  are others who need th is  kind 
of a program. Maybe medicare is not so bad." This a t t i t u d e  is re f le c te d
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among the large number of  responses in the don' t  know category.
Recognition o f  Health Problems and Needs 
in the Community
What are the major heal th  problems and heal th  needs that  
exis ted  in Wakita a t  the time of the interviews as viewed by the r e s i ­
dents o f  Wakita? The responses are shown in Table 28.
TABLE 28
HEALTH PROBLEMS AND HEALTH NEEDS IN WAKITA
Social  Class
Health Problems Total  
(N=125) 
No. (%)
l - l  1 
(N=14) 
No. (%)
111 
(N=31) 
No. (%)
IV 
(N=54) 
No. (%)
V
(N=26) 
No. (%)
Improvement o f
c i t y  dump 26 (20.8) 5 (35.9) 9 (29.0) 8 (14.8) 4 (15 .4 )
Permanent physician
in heal th  center 29 (23.2) 4 (28.6) 11 (35.5) 11 (20.4) 3 (11 .5)
Regular pick-up
on trash h (3 .2 ) 2 (14 .2 ) - 2 (3 .7) -
Vacant lots  and
weeds 5 (4 .0 ) - 2 (6 .5 ) 2 (3 .7 ) 1 (3 .8 )
Oelapidated old 
houses and
buiIdings 6 (4 .8 ) - -  . 4 (7 .4 ) 2 (7 .7 )
Mosqui toes 10 (8 .0 ) - - 8 (14.8) 2 (7 .7 )
Need fo r  school
heal th  program 3 (2 .4) 2 (14.2) - 1 (1 .9) -
Standing water 2 (1 .6 ) - 1 (3 .2) - 1 (3 .8 )
Stray animals 3 (2 .4 ) - - 2 (3 .7) 1 (3 .8 )
Other 9 (7 .2 ) - 3 (9 .7 ) 4 (7 .4 ) 2 (7 .7 )
Don't know 28 (22.4) 1 (7 .1) 5 (16.1 ) 12 (22.2) 10 (3 8 . 6 )
The two most commonly l i s t e d  problems were the need f o r  a 
permanent physician in the Community Health Center and the need f o r  im­
provement in the c i t y  dump. The reason tha t  the dump problem was men­
tioned o f ten  is th a t  the survey happened to  coincide  with  a community
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e f f o r t  on the part  o f  the Lions Club to  do something about improving 
the condi t ion  o f  the community dump. P ictures o f  the condit ion  o f  the  
dump had been posted in the lobby o f  the bank, and i t  had become a topic  
of  discussion in the community.
Having a f u l l - t i m e  physician in the heal th  center was given as 
the major h ea l th  need in the community by 23 percent o f  the respondents.  
Mosquitoes and the need fo r  a spraying program were mentioned by 8 per ­
cent o f  the people.  A s i g n i f i c a n t  po int  is tha t 22.4 percent did not 
have an answer fo r  th is  quest ion.  This percentage rose to  38.6  percent  
in Social Class V w h i le  only  7*1 percent o f  Social  Class l - l l  had no 
opin ion.  This socia l  class pa t te rn  pers is ted  f o r  most o ther  heal th  pro­
blems tha t  are mentioned. Social  Class V was e i t h e r  unw i l l in g  or  unable 
to  id e n t i f y  hea l th  problems as f re q u e n t ly  as were the o ther  social  c la s s ­
es and in many cases named d i f f e r e n t  problems as being s ig n i f i c a n t  to  
them. For instance,  Social  Class l - l l  l i s t e d  a need for  a permanent 
physician 2 8 .6  percent o f  the t ime; Social  Class I I I ,  35.5 percent w h i le  
Socia l  Class V mentioned i t  only 11.5 percent o f  the t ime. The need fo r  
improvement in the dump was mentioned only  h a l f  as o ften In Social  
Classes IV and V as i t  was in classes l - l l  and I I I .  Vacant,  delap idated  
houses and b u i ld in g s ,  mosquitoes,  and s t ra y  animals were problems that  
were mentioned e x c lu s iv e ly  by Social  Classes IV and V. This is perhaps 
because these problems are  found most o f ten  in the areas where these 
people l i v e ,  and they are most a f fec ted  by these problems.
The percept ion o f  hea l th  problems in the community p a r a l l e l s  
very c lo se ly  the leve l  o f  hea l th  knowledge. Social Classes l - l l  and I I I  
have a h igher  level  o f  hea l th  knowledge than IV and V; th e re fo re ,  they
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are able to Id e n t i fy  wider v a r i e t y  and d i f f e r e n t  types o f  heal th  pro­
blems. Social  classes IV and V do not have the degree of  knowledge 
needed to  i d e n t i f y  as many h ea l th  problems as those persons in the 
higher socia l  classes.  Social  Class V id e n t i f i e d  hea l th  problems that  
they have experienced and tha t  a f f e c t  them d i r e c t l y  and not more sophis­
t ic a t e d  heal th  problems that  might be perceived wi th  increased formal  
educat ion .
Men had considerably fewer opinions on heal th  problems and 
needs than did women. Improvement o f  the dump was the most commonly 
named problem among men (37 .0  p e rc e n t ) ,  and one t h i r d  had no opinion on 
what the heal th  needs o f  the community were.  Women had a higher per­
centage of  responses in a l l  categories  w i th  the exception of  improvement 
of  the dump and the don 't  knew c ategor ies .
A t t i tu d e s  on Community Health Center
Most persons expressed a p o s i t i v e  a t t i t u d e  toward the Commun­
i t y  Health Center and a w i l l in g n ess  to  support the center .  The concern 
expressed most of ten was that  the U n ivers i ty  o f  Oklahoma Medical Center  
had not been able to r e c r u i t  a f u l l - t i m e  physician fo r  the center .
The need fo r  the center  was s trongly  voiced when over 97 per­
cent o f  the respondents stated they f e l t  the center was needed in Wakita.  
Only two persons said they thought the center  was not needed, and one 
person was uncerta in  o f  the need fo r  the center .
When the respondents were questioned on u t i l i z a t i o n  of  the  
center ,  i t  was found th a t  only 79 percent of  the sample had used the  
center fo r  heal th  care .  The center had been u t i l i z e d  most of ten by 
females,  the younger age groups, and classes l - l l .  I I I ,  and IV.  Over
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So percent o f  the women had used the center  as compared to 7k percent
o f  the men. A l l  o f  the persons who had not u t i l i z e d  the center were 45
years o f  age,or  o ld e r .  Only 62.8  percent of  the .65 and over age group 
had u t i l i z e d  the center .  This was by f a r  the smallest  percentage re ­
ported.  With respect to  social  class d i f fe rences  85 percent o f  Social  
Class l - l l  had gone to the center  fo r  heal th  care;  this  dropped to  69 
percent fo r  Social  Class V. The twenty -s ix  persons who had not used 
the center were asked i f  they planned to  use the center .  Out of  the  
tw e nty -s ix ,  th i r te e n  said they planned to  use the center but as yet  had 
not done so; one person was unsure of  his u t i l i z a t i o n  plans; and twelve  
persons, o r  about 10 percent o f  the sample, said they did not plan to  
use the center .  Eleven o f  these twelve persons were age 65 and over;
the other person was in age group 55 to  64.  Five of  the twelve were
from Social  Class V, three persons from Social  Class IV, three from 
Social  Class I I I ,  and one from Social  Class l - l l .  However, of  the in d i ­
viduals who said they did not plan to use the center only one person 
objected to the health center i t s e l f .  A l l  o ther  indiv iduals  reported 
they had a very s a t is fa c to ry  re la t io n s h ip  w i th  t h e i r  present physician  
and did not intend to  sever th is  re la t io n s h ip  so they could use the 
center.
Skepticism of Medical Care 
Skepticism o f  medical care denotes the doubts an indiv idua l  
has about the claims of professional  medicine and shows a desire  on the 
part  o f  the indiv idual  to  f ind  out who the physician is and what he is 
doing to  him. A high degree o f  skepticism may be a fac to r  in an i n d i ­
v id u a l 's  decision to seek medical care and how of ten a physician is
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consulted.  A t t i tude s  toward professional  medical care were determined 
u t i l i z i n g  the technique described in Chapter I I .
Suchman (29) reported tha t  skeptic ism was genera l ly  higher in 
Social  Class V than in classes l - l l  and i l l .  A s im i l a r  pa t tern  was 
found in Wakita with  skepticism highest in Social  Classes IV and V. 
S l i g h t l y  more than 20 percent o f  Social  Class l - l l  and 25 percent o f  
Social  Class I I I  were found in the high or  medium high skepticism c a te ­
gory ,whi le  46 percent of  Social  Class IV and 34 percent o f  Social  Class 
V were found in the same category.
T h i r t y - s i x  percent o f  those interviewed expressed high or  med­
ium high skepticism of medical care;  however, only 4 percent o f  the  
t o t a l  respondents scored in the high category.  S l ig h t l y  more than 82 
percent scored in the medium high or medium low category or very near 
the mid-point  o f  the a t t i t u d e  sca le .  Only 17-6 percent o f  the respond­
en ts '  scores were found at  the extremes o f  the sca le .
An analysis  o f  variance of  the a t t i t u d e  scores was conducted 
to te s t  fo r  assoc iat ion in v a r i a t io n  of  scores by sex,  age, education,  
and socia l  c las s .  Only socia l  class revealed an F value that was s ig ­
n i f i c a n t  a t  the 0 .05  le v e l .  These data  are shown in Table 29. The 
higher the socia l  class the lower the degree o f  skeptic ism. The mean 
scores on the a t t i t u d e  sca le  are shown in Table 3» Appendix B.
Although not s ig n i f i c a n t  at  the 0 .05  l e v e l ,  skepticism o f  
medical care was higher in the younger age groups (under 35) than i t  
was fo r  those groups 35 years and o ld e r .  Sex and education were not 
s i g n i f i c a n t l y  re la ted  to the level  o f  skepticism toward medical care .
From the d i s t r i b u t i o n  o f  the scores on the a t t i t u d e  s c a le .
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TABLE 29
ANALYSIS OF VARIANCE: SKEPTICISM OF MEDICAL CARE
Variance Source df ss ms F P
Sex 1 17.85 17.85 2,51 ns*
Error 123 873.87 7.10
Age 5 47.26 9.45 1.33 ns
Error 119 844.46 7.09
Education 6 53.52 8.92 1.25 ns
Error 118 838.20 7.10
Social  Class 3 48.38 16.12 2.31 0.05
Error 121 843.33 6.96
'Not s i g n i f i c a n t
skepticism o f  medical care does not appear to be a t  a level  th a t  would 
i n h i b i t  the seeking o f  medical care w i th  only k percent o f  the to ta l  
sample scoring in the high skepticism category.  However, skepticism  
may be a fa c t o r  in delaying medical care in Social Classes IV and V.
Sick Role Dependency 
Sick ro le  dependency measures the need f o r  a s ick  ind iv idual  
to re ly  upon o ther  ind iv idua ls  f o r  help  and support during periods o f  
i l ln e s s  and i f  he has a tendency to c l in g  to  the s ick  ro le  f o r  longer  
periods o f  t ime.  Persons wi th high dependency might be expected to  
seek medical care more often than those who have a low dependency ra t in g ,  
Only 5 .6  percent o f  the respondents scored in the high depend­
ency category; however 65 percent scored medium high on dependency.
About 29 percent scored in the medium low category and there were no 
scores in the low dependency category.  About 94 percent of  th e .
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respondents were c lu s te re d  In the two categories  adjacent to the mid­
point on the sca le  and only s l i g h t l y  more than 5 percent at  the high 
end o f  the sca le .
The analys is  o f  var iance In Table 30 shows that the v a r i a t i o n  
In scores by sex,  age,  education,  and socia l  class are not s i g n i f i c a n t  
a t  the 0 .05  l e v e l .  Although these data were not s t a t i s t i c a l l y  s i g n i f i ­
cant ,  some In te r e s t in g  trends are apparent.  Males scored s l i g h t l y  
higher In dependency than females. I t  was expected th a t  dependency 
would be g re a te s t  In the o lder  groups. This trend was found In the 
study; however dependency was a lso high In the younger age groups.
TABLE 30
ANALYSIS OF VARIANCE: SICK ROLE DEPENDENCY
Variance Source df ss ms F P
Sex 1 2.55 2.55 0 .15 ns*
Error 123 2202.85 17.90
Age 5 23.12 4.62 0 .25 ns
Error 119 2182.28 18.33
Education 6 29.25 4.87 0 .2 6 ns
Error 118 2176.15 18.44
Social  Class 3 30.15 10.05 0 .55 ns
Error 121 2175.24 17.97
"Not s ig n i f i c a n t
Dependency was g reates t  In age groups 20 to  24,  25 to  34,  and 
65 and over ,  and lowest In the middle age groups, 35 to  64.
S ick  ro le  dependency did not appear to be re la ted  to  socia l  
c lass.  Although Social Class l - l l  reported the lowest percentage of  the
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scores in the high dependency category,  the combined t o t a l s  fo r  high 
and medium high categor ies fo r  a l l  socia l  classes were very s im i l a r .
The mean scores by sex,  age, education,  and socia l  class are shown in 
Table 4,  Appendix B. In th is  community s ick  ro le  dependency does not 
appear to  s ig n i f i c a n t l y  in f luence the decision to seek medical  care.
Denial  o f  Sick Role
Denial o f  the s ick  ro le  denotes a r e s t r a i n t  on the par t  of  an 
ind iv idual  to  move in to  the s ic k  ro le ,  many times as a defense against  
the loss o f  other roles an indiv idual  may possess. Denial may be a 
defense against a fe a r  o f  loss of economic s e c u r i ty  th a t  is many times 
p r e c ip i ta te d  by a serious i l ln e s s  y loss o f  socia l  pos i t ion  th a t  is 
extremely important to  the ind iv idual  such as holding a v i t a l  pos i t ion  
in an o rg a n iza t io n ,  or i t  may be the fe a r  o f  being unable to  carry  out 
the everyday functions that are sometimes los t  when a person is inca­
pac i ta ted  by a serious i l l n e s s .  Persons w i th  a high denia l  o f  t h e ,s ic k  
ro le  are very l i k e l y  to postpone seeking medical care unless there are  
other factors  which exer t  pressure on them to  seek medical care when 
i l l .
Over 38 percent o f  the respondents scored in the high denial  
category and over 90 percent were in the high and medium high combined 
categor ies .  As expected,  men exh ib i ted  higher denial  scores than women.
Denial of  s ick  ro le  was also higher fo r  the young (25 to 34) 
and the  e l d e r l y ,  (65 and o v e r ) .  The young may refuse to acknowledge the  
sick  ro le  because they are  in the prime o f  l i f e  and they fe e l  they are  
invulnerable  to  i l l n e s s .  High denial  among the e ld e r ly  may be a defense 
against the admission o f  d e te r io r a t in g  hea l th  or chronic disease and a
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reluctance to  f in d  out t h e i r  heal th  status or  that l i t t l e  can be done 
f o r  t h e i r  condi t ion .
Denial  o f  s ick  ro le  is greatest in Social Classes l - l l  and V. 
H a l f  of  the respondents in Social  Class l - l l  displayed a high d e n ia l ,  
and 42 percent o f  Social  Class V ranked in the high category.  This 
might be expla ined in tha t  Social  Class l - l l  might postpone i l lnes s  
because of possible loss o f  status or money whi le  Social  Class V might 
fee l  the urgency to work fo r  d a i ly  survival  is o f  higher p r i o r i t y  than 
becoming i l l  unless the i l ln e ss  is incapac i ta t ing .  Social  Class l - l l  
also took p o s i t i v e  measures to prevent i l ln e s s  in that they had the 
highest proport ion of  respondents who had annual physical  examinations 
and saw physicians most of ten fo r  preventive  care.
D i fferences in a t t i tu d e s  scores by education do not seem to  
form any p a r t i c u l a r  p a t te rn ,  although the respondents with a higher  
leve l  o f  education tended to score lower on the denial  scale than did 
those wi th  less education.
When the var iab les  o f  sex,  age, education,  and socia l  class  
are tested f o r  s t a t i s t i c a l  d i f ferences o f  a t t i t u d e  scores as shown in 
the analysis  o f  variance in Table 31> only age has an F value that  is 
s i g n i f i c a n t  at  the 0 .05  le v e l .  A l l  other var ia t ions  o f  a t t i t u d e  scores 
are not s t a t i s t i c a l l y  s i g n i f i c a n t .
Denial of  the s ick  ro le  may be a s ig n i f i c a n t  fa c to r  in the 
seeking o f  medical care in Wakita. Almost 40 percent of  the respondents 
scored in the high denial  category; s l i g h t l y  over 50 percent in the 
medium high denial category; about 9 percent in the medium low ra t ing ;  
and no one scored in the low denial category.
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TABLE 31
ANALYSIS OF VARIANCE: DENIAL OF SICK ROLE
Var iance  Source df ss ms F P
Sex 1 2.53 2.53 0 .35 ns’'
Error 123 884 .'79 7.19
Age 5 80.05 16.01 2.36 0.05
Error 119 807.27 6.78
Education 6 49.06 8.17 1.15 ns
Error 118 838.26 7.10
Social  Class 3 3.30 1.10 0.15 ns
Error 121 884.02 7.30
’'Not s ig n i f i c a n t
C orre la t ion  of  A t t i t u d e  Scales
A Spearman Rank C orre la t ion  Test (42) was performed in order  
to study any possible associat ion between the three a t t i t u d e  scales.  
This s t a t i s t i c a l  te s t  was performed to  determine i f  the scales were 
i n te r r e la te d  or i f  they were independent of  each other .
Skepti cism— Dependency 
The Spearman Rank Corre la t ion  y ie lded a c o e f f i c i e n t  tha t gave 
a s ig n i f i c a n t  p o s i t iv e  c o r re la t io n  between skepticism and s ick  ro le  
dependency (rg = 0 .2 2 ,  P = < 0 . 0 5  ( t w o - t a i l e d  t e s t ) ) .  This implies that  
when skepticism of professional  medical care is high,  dependency in 
the s ick  ro le  is also l i k e l y  to be high and when skeptic ism is low, de­
pendency is also low. High s ick  ro le  dependency may become a way o f  
adapting to l i f e  s i t u a t io n s .  Such an ind iv idua l  may not be inte rested  
in a medical so lu t ion  to  his heal th  problems, but ra ther  social  support
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f o r  his means of adaptat ion .  Physicians may be consulted f requent ly  fo r  
th is  reason. Indeed, the need fo r  emotional support may overr ide  i f  
not complicate e x is t in g  physical problems. I f  the physician t re a ts  
only the physical problems and emotional support is not forthcoming,  
the ind iv idua l  may become skeptical  and d is s a t i s f i e d  with  medical care 
and re ly  on lay persons, p a r t i c u l a r l y  fr iends and r e l a t i v e s ,  to provide  
the emotional support that is needed to cope wi th his imagined or  real  
heal th  problems. In some cases these ind iv idua ls  may seek non-medical  
heal th  care since the non-medical p ra c t i t io n e rs  o ften  are more sympa­
t h e t i c  to heal th problems that are not s t r i c t l y  o f  a physiological  
o r i g i n .
This phenomenon does not seem to be a major problem in Wakita 
since ne i the r  the skepticism scale nor the dependency scale show rates  
tha t  are unusually high.
Skepti ci sm— Deni al
The Spearman Rank Corre la t ion  also shows a s ig n i f i c a n t  p o s i t iv e  
c o r re la t io n  between skepticism and s ick  ro le  denial  (rc, = 0 .2 0 ,  P =
<^0.05 ( t w o - ta i le d  t e s t ) ) .  One possible  explanation of  why these two 
scales are p o s i t iv e ly  re la ted  may be that indiv iduals  having a high de­
n ia l  of  the s ick  ro le  show a re luctance to enter the s ick  ro le  many 
times as a defense mechanism against fac ing t h e i r  problems and loss of  
social  roles that of ten accompany i l l n e s s .  In order to avoid fac ing  
the r e a l i t y  of i l lnesss  when i t  s t r i k e s ,  the individual  w i l l  o f ten  tend 
to minimize or  re je c t  the medical opinion of the physic ian.  In some 
instances the individual  may avoid seeing a physician with  the r a t io n ­
a l i z a t i o n  that physicians cannot r e a l l y  do much to help people anyway.
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As a re s u l t  ind iv idua ls  w i th  a high denial  o f  i l ln e s s  o f te n  become 
skept ica l  o f  medical care but f o r  d i f f e r e n t  reasons than an indiv idual  
with  high dependency. This phenomenon could be more o f  a problem in 
Wakita than th a t  associated w i th  the high dependency sca le  since the 
respondents did d is p la y  h igher  scores in the denia l  sca le  than they did  
In the dependency sca le .
Dependency--Denial  
The Spearman Rank C o rre la t io n  did not show any s i g n i f i c a n t  
c o r r e la t io n  between dependency^ aad. s ick  ro le  d e n ia l .  One would not 
expect a d i r e c t  c o r r e l a t i o n  between these two scales s ince they repre­
sent the extretffe ends o f  a continuum on the a t t i tu d e s  toward the s ick
■r
r o le .  An ind iv idua l  w i th  a high dependency a t t i t u d e  would not be ex­
pected to  also d isp lay  a high denial  a t t i t u d e .
CHAPTER IV 
SUMMARY AND CONCLUSIONS
The purpose of  t h is  study was to e s ta b l is h  and examine the  
heal th  care u t i l i z a t i o n  p a t te rn s ,  heal th  knowledge and a t t i tu d e s  in a 
rura l  community. Relevant data in these areas were compared w i th  a p p l i ­
cable  data  from Koos' work on R e g ionv i l le  (21) and Samora, Saunders and 
Larson's study of  medical vocabulary in a hosp i ta l  s e t t in g  (3 1 ) .  Ano­
th e r  purpose o f  th is  study was to gather base l ine  data on the health  
status of  the community which would be o f  value to  subsequent studies  
on rura l  heal th  problems.
Koos found th a t  socia l  class and use of  a fami ly  doctor were 
d i r e c t l y  re la te d .  Indiv iduals  in Social  Class I reported a much higher  
percentage o f  respondents having family  doctors than e i t h e r  Social  Class­
es I I  o r  I I I .  Social  Class I showed a percentage almost three times 
th a t  o f  Social  Class I I I  in respondents having fami ly  doctors.  However, 
in Wakita much d i f f e r e n t  resu l ts  were found in fa m i l ie s  report ing  
employment o f  a fami ly  physic ian.  Social  Class l - l l  had the g reatest  
percentage of  those not having family  doctors.  Social  Class V reported  
a f ig u re  almost equal to  th a t  o f  Social  Class l - l l .  The middle classes 
( I I I  and ly) had the la rges t  percentage o f  those persons having a 
fami ly  doctor.  There may be two other  fac tors  at work in th is  s i t u a t io n
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other  than social  class which might expla in  these d i f fe rence s .  F i r s t  is 
the d i f fe r e n c e  in the a c c e s s i b i l i t y  o f  physicians in the two studies.  
Physicians were located much c loser  to  the respondents in R eg ionv i l le .
As a consequence many people in Social  Class l - l l  in the Wakita study 
reported they had used osteopaths and to  a lesser degree chiropractors  
fo r  heal th  care because they were more geographical ly  accessib le .  This 
would reduce the number of  times a person might see a medical doctor  
since he would have to  t ra v e l  f a r t h e r  to  see one. Persons in Social  
Class l - l l  would probably be re luc tan t  to  report  t h e i r  family  doctor  
was an osteopath or  ch i ro p rac to r ,  and in fac t  no one in Social  Class l - l l  
reported t h i s ;  a l l  o ther classes d id .  Y e t ,  because o f  the mixed use 
of heal th  care providers by Social  Class l - l l ,  th is  may have hampered 
establ ishment o f  a family  r e la t io n s h ip  with  a medical doctor because 
of the less frequent v i s i t s  and d istance concerned. Another possible  
explanation was the s i t u a t io n  concerning the physician at the heal th  
center during the time th is  study was conducted. The indiv idua ls  in 
Social  Class l - l l  were very eager to  support the health center during  
the time th is  study was conducted, but they knew the physician at  the 
heal th  center  was not going to  be there  permanently.  I t  was f e l t  that  
some respondents did not want to say they had a family  doctor elsewhere 
since th is  might ind ica te  fu tu re  non-support o f . t h e  Community Health  
Center.  Also they had not as yet establ ished a fami ly  re la t io n s h ip  wi th  
the. physician in Wakita because they knew he was leaving; th e re fo re ,  
some indicated they had no fami ly  doctor .  I t  is very l i k e l y  tha t  i f  
these fac to rs  were not involved,  the social  class d if fe rences found by 
Koos would have emerged in Wakita. The socia l  class d is t r ib u t io n  in
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Regionv i l le  and Wakita was s im i la r  w i th  both communities being pr imar-  
i l y  "blue c o l l a r
Koos found much more d is s a t i s f a c t io n  with  the medical care in 
Regionv i l le  than was reported in Wakita.  The d i s s a t i s f a c t io n  was g r e a t ­
est  in the lower socia l  classes in R eg io n v i l le ;  the same was true in 
Wakita although the socia l  class d i f fe rences  were s l i g h t .
The Wakita study showed more widespread use o f  ch iropractors  
by a l l  socia l  classes than did the R e g ionv i l le  study. In the Region­
v i l l e  study the u t i l i z a t i o n  o f  chi ropractors  was p r im a r i l y  by the lower 
social  classes;  u t i l i z a t i o n  was also g reates t  in the lower social  
classes ( IV  and V) in the Wakita study except the d i f fe rences  between 
social  classes were much less .  Again th is  d i f fe re n c e  is probably due 
to the long distance from sources o f  medical care in the Wakita study.  
While the u t i l i z a t i o n  of  chiropractors was g rea te r  in Wakita than 
R e g ionv i l le ,  the v a r ie t y  o f  heal th  problems given as the reason for  the  
v i s i t  was much less in Wakita.  The reason given most often fo r  v i s i t s  
to a ch i ropractor  in the Wakita study was almost e xc lus ive ly  muscular-  
ske le ta l  problems. Reasons fo r  medical v i s i t s  in Koos' study included 
many resp i ra to ry  problems, headaches, heart  t ro u b le ,  and d ig e s t ive  pro­
blems, although most o f  these reasons except re s p i ra to ry  troubles were 
reported in the lower socia l  classes.
The percentage o f  respondents who had v is i t e d  a d e n t is t  in the  
past year was higher in Wakita than i t  was in R e g io n v i l le .  However, 
Social Class I in R e g io n v i l le  reported s l i g h t l y  higher usage than the 
same group in Wakita. The lowest socia l  classes in Wakita reported much 
more u t i l i z a t i o n  o f  den t is ts  in the past twelve months than the lowest
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socia l  classes In R e g io n v i l le .  Ext ractions were the p r inc ipa l  reasons 
fo r  v i s i t s  to  the d e n t is t  in the lowest socia l  class o f  Koos' study 
w h i le  e x t rac t ions  accounted f o r  only 8 percent o f  the reasons fo r  seeing 
a d e n t i s t  in the comparable class in Wakita .  Repair  or f i t t i n g  o f  deny 
tures was the most commonly reported reason fo r  v i s i t s  to a d e n t is t  atirong 
class V in Wakita.  The Wakita study showed only very small socia l  class 
d i f fe rences  in the reasons fo r  v i s i t s  to a d e n t is t  w i th  the exception
i
of dentures in Social  Class V and or thodontic  and re s t o ra t iv e  work in 
Social  Class l - l l .  The R e g io n v i l le  study showed th a t  prophylaxis and 
ext rac t ions  as reasons fo r  seeing a d e n t is t  were re la ted  to  social  
c lass.
The number o f  persons who reported having physical  examinations 
decreased as the pos i t ion  o f  social  class lowered in both s tud ies; how­
ever ,  the percentage o f  those having regular  physical  examinations was 
much higher in a l l  socia l  classes in the Wakita study.  Koos' study also 
found tha t  about h a l f  o f  the respondents in class I I  and I I I  could not 
remember i f  they had had a physical  examination or  not.  This high rate  
o f  non-committal was not found in Wakita.
Information on immunizations was not wel l  reported in Koos' 
study and very few respondents could re ca l l  when or what immunizations 
t h e i r  fam i l ies  had received.  Immunization rates were reasonably high 
in Wakita p a r t i c u l a r l y  among the c h i ld r e n ,  and in most fa m i l ies  reca l l  
of dates and types o f  immunization was exc ep t io n a l ly  good. This perhaps 
r e f l e c t s  a g re a te r  concern fo r  prevent ive heal th  measures in Wakita than 
was t rue  fo r  R e g io n v i l le .
There were no s i g n i f i c a n t  socia l  class d i f fe rences  in those
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persons report ing  possession o f  hea l th  insurance in the Wakita study.
A l l  social  classes were un iformly  high w i th  only  a d i f f e re n c e  o f  8 
percentage points from class l - l l  to  class V. The R eg ionv i l le  study 
showed th a t  possession o f  heal th  Insurance was s i g n i f i c a n t l y  re la ted  
to  socia l  c la ss .  However, the possession of hea l th  insurance today is 
much more widespread than i t  was when the R e g io n v i l le  study was conducted 
about f i f t e e n  years ago.
In comparing the resu l ts  o f  the medical vocabulary te s t  in the 
Wakita study to  Samora's study of  medical vocabulary,  i t  was found that  
the respondents in the Wakita study were much b e t t e r  informed on the 
meaning o f  medical terminology than were the respondents in Samora's 
study.  Respondents in the Wakita study scored a higher percentage of  
correct answers on f i f t e e n  o f  the twenty terms selected  fo r  the t e s t .
The percentage o f  respondents who had no knowledge o f  the meaning of  
some words was much higher in the Samora study than i t  was in the Wakita 
study.  The adequate response ra te  in the Wakita study was 62 .2  percent  
w hi le  the U n iv e rs i ty  o f  Colorado Hospi ta l  study was 46 .7  percent .  The 
mean number o f  correc t  responses in the Wakita study was 12.4;  the mean 
in the hospi ta l  study was 9 . 3 .  This may in d ica te  b e t t e r  p a t i e n t -  
physician communication among the respondents in Wakita than those in 
the study done in a hosp i ta l  s e t t i n g ,  although both studies show the 
level  o f  hea l th  knowledge to  be below a s a t i s f a c t o r y  l e v e l .
This study was conducted in Wakita ,  a small prosperous farming  
community in northeast  Oklahoma. Wakita is p r im a r i ly  a b l u e - c o l l a r  
community w i th  about two th i rd s  of  the populat ion being in Social Classes 
IV and V based on Hoi 1 ingshead's Two Factor Index, o f  Social  Pos i t ion  (3 8 ) .
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The education level is f a i r l y  high w i th  67 percent haying at least a 
highschool education.  Wakita is a s ta b le  community wi th  most o f  the  
populat ion having resided there  fo r  twenty years or longer.
The patterns of  heal th  care u t i l i z a t i o n  are complicated because 
o f  the r e l a t i v e  is o la t io n  o f  Wakita and the lack o f  a v a i la b le  medical 
personnel.  I t  is a considerable distance to  a physic ian 's  o f f i c e  and a 
h o s p i t a l .  Chiropractors and osteopaths are much more accessib le  than 
are  medical doctors.  Consequently, they are used more often than might 
be in the case in a more urbanized s i t u a t i o n .  Therefore ,  some o f  the  
expected socia l  class d i f fe rences  in patterns o f  heal th  care u t i l i z a t i o n  
did not appear. I t  was c le q r  tha t  the a v a i l a b i l i t y  of  medical personnel 
and the p h y s ic ia n /p a t ie n t  r a t i o  negated some o f  the socia l  class d i f f e r ­
ences in u t i l i z a t i o n  of  heal th  care .  For instance,  the employment of  a 
fami ly  physician was not found to  be re la te d  to  socia l  c lass.  Social  
Class l - l l  was expected to have the h ighest  proport ion o f  respondents 
who had a family physician but they were found to  have a higher propor­
t io n  o f  those who did not have one. However, Social  Class l - l l  saw phy­
s ic ians more o ften  and on a more regular  basis than any other social  
c la ss .  Social  Class l - l l  a lso saw physicians fo r  prevent ive care more 
often  than any o ther  social  c lass .  Social  Classes IV and V sought medi­
cal a t t e n t io n  more of ten f o r  more immediate and obvious health problems.
The u t i l i z a t i o n  o f  osteopaths and chi ropractors  did not show 
any c le a r  socia l  class d i f fe re n c e  w i th  small v a r ia t io n s  in u t i l i z a t i o n  
being reported by a l l  socia l  classes.  However, among those persons 
who had not seen an osteopath or  c h i ro prac tor  s ig n i f i c a n t  d i f fe rences  
did appear In those persons who objected to  v i s i t i n g  an osteopath or
93
ch iro prac tor  fo r  heal th  care.  There was a s ig n i f ic a n t  re la t ions h ip  
between socia l  class and those who objected to seeing osteopaths and
ch iro prac tors ;  the higher the socia l  class the la rger  the proport ion of
respondents who objected to  seeing a ch i ropractor  or osteopath.
The use of  dent is ts  was d i r e c t l y  re la ted  to  socia l  c lass.
Social  Class l - l l  made more regular  and frequent v i s i t s  to the den t is t  
than did the other social  c lasses,  p a r t i c u l a r l y  Social Classes IV and V. 
Social  Class l - l l  a lso reported or thodontic  and re s t o r a t iv e  work as 
being the reason fo r  seeing the d e n t is t  much more o ften  than any other  
socia l  c lass .  In general  the lower the social  class the longer i t  had
been since the respondent had seen a d e n t is t  and the more l i k e l y  the
reason was to be an emergency or  immediate dental  problem.
There was only one report  o f  a respondent u t i l i z i n g  a Chr is t ian  
Science p r a c t i t io n e r  f o r  heal th  care and no reports o f  u t i l i z a t i o n  o f  a 
re l ig io u s  or f a i t h  healer  among the respondents.
S l i g h t l y  less than 95 percent o f  the respondents had been 
h o s p i ta l i z e d  some time in t h e i r  l i f e  and about 14 percent had been 
h o s p i ta l i z e d  in the past year .  Social  class did not appear to  be an 
important fa c to r  in h o s p i t a l i z a t io n  experience.
Families having heal th  insurance were uniformly high among a l l  
social  c lasses.  Health care costs showed h a l f  o f  the respondents spend­
ing less than $500 a year fo r  hea l th  care.
Respondents who had annual physical and dental^, examinations 
were found predominantly in Social  Class l - l l .  There was a s ig n i f i c a n t  
r e la t io n s h ip  between socia l  class membership and the occurrence of  
annual physical and dental  examinations.
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Immunization levels were below 50 percent fo r  a l l  immunizations 
( p o l io ,  smallpox, tetanus and measles) except the DPT ( d ip h t h e r ia ,  per tus­
s is and te ta n u s ) .  The immunization leve ls  fo r  those under 15 years o f  
age were much higher fo r  p o l io  and te tanus; however they were low fo r  
measles. (The Oklahoma Sta te  Department o f  Health considers immuniza­
t io n  levels o f  80 percent or  above to be adequate protection f o r  a com­
munity.)
A wide range o f  chronic diseases was reported p a r t i c u l a r l y  in 
Social  Class V which contained many e ld e r ly  persons. I t  is in te re s t in g  
to note tha t  although Social  Class V reported more chronic i l ln e s s e s ,  
they see physicians less o ften and have fewer physical  examinations than 
any other socia l  c lass.
Health knowledge was assessed in two ways : (a) a twenty question  
heal th  and i l ln e s s  inventory and (b) a query o f  the d e f i n i t i o n s  of  twenty 
commonly used medical terms. About one t h i r d  o f  the populat ion o f  Wakita  
could be considered to be well  informed on heal th  matters as measured by 
the heal th  and i l ln e s s  inventory.  The leve l  o f  heal th  knowledge was 
found to be s i g n i f i c a n t l y  r e la te d  to  educational  achievement. There was 
an inverse re la t io n s h ip  between the level  o f  heal th  knowledge and age. 
Social  class d i f fe rences  were a lso  s ig n i f i c a n t  but i t  was not as import­
ant a fa c to r  as education.  There were no s ig n i f i c a n t  d i f fe rences  between 
the sexes in the level  of  heal th  knowledge. Nearly one t h i r d  o f  the  
sample was lacking in information about heal th and i l lne ss  and answered 
less than 50 percent o f  the information c o r r e c t l y .
The resul ts  o f  the medical vocabulary te s t  showed a pattern  
s im i la r  to  tha t  o f  the heal th and I l ln e s s  inventory.  The sample seems
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to be d is t r ib u t e d  in to  three groups: about one t h i r d  are f a i r l y  wel l
informed; one t h i r d ,  not wel l  informed; and the o th e r ,  grossly lacking  
in heal th  information as measured by the performance on the medical 
vocabulary t e s t .  A noteworthy point is tha t  the ind iv idua ls  who are  
wel l  informed are a lso the same ind iv idua ls  who see t h e i r  physician and 
d e n t is t  on a regu lar  basis .  They are p r im a r i ly  ind iv idua ls  from classes 
l - l i  and i l l  who have a high level  o f  education and are between the ages 
o f  25 and 54. The performance on the medical vocabulary te s t  was s ig ­
n i f i c a n t l y  re la ted  to  age, educat ion,  and socia l  c lass .  S l i g h t l y  more 
than 60 percent o f  the responses to the medical terms were scored as 
being adequately defined.  The m a jo r i ty  o f  the responses tha t  were e i t h e r  
wrong or  vague came from those w i th  less than a highschool education.  
Social  Classes IV and V, and the o lde r  age groups. The level o f  health  
knowledge in Wakita is s u f f i c i e n t l y  low, p a r t i c u l a r l y  in the lower 
social  c lasses,  to be a b a r r i e r  in e f f e c t i v e  p h ys ic ian -p a t ien t  communi­
cation and the recogni t ion o f  c e r ta in  heal th  problems, both personal  
and environmental^ that require  remedial ac t ion .  This point  is i l l u ­
s t ra ted  by the fa c t  that ind iv idua ls  from Social  Class V were e i t h e r  
unable or  unw i l l in g  to id e n t i f y  heal th  problems e x is t in g  in Wakita to 
the same extent as those ind iv idua ls  from other social  classes.
The sources o f  heal th  information were more diverse in Social  
Classes l - l l  and I I I  than they were in classes IV and V. Indiv iduals  
in Social  Classes IV and V re l i e d  more heav i ly  on physicians fo r  most 
o f  t h e i r  health in formation ,  w h i le  ind iv idua ls  in classes l - l l  and I I I  
used books and o ther  methods more o f t e n .  I t  was found that  ind iv idua ls  
who named books as t h e i r  primahy source o f  heal th  information were b e t te r
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informed than those who re l i e d  on t h e i r  physicians as t h e i r  major source 
of heal th  in formation.
In s e le c t in g  a physic ian ,  factors  concerning the p e rso n a l i ty  
o f  the physician and the s a t is f a c t io n  w i th  the personal behavior and 
a t t i t u d e  o f  the physician were much more important to most of  the re ­
spondents than were his technical  competence, the medical school he 
attended,  or  number o f  degrees he earned. While the personal charac te r ­
i s t i c s  o f  a physician were important to  a l l  socia l  c lasses,  they were 
even more important to the lower socia l  classes.  This creates a dilemma 
in e s ta b l is h in g  a good p a t ie n t -p h y s ic ia n  re la t io n s h ip  in the lower 
socia l  classes.  The socia l  d istance between the physician and the pa­
t i e n t  in the lower socia l  classes is g re a t ,  and th is  hampers the e s t a ­
bl ishment o f  good rapport between the p a t ie n t  and physic ian.  This may 
also expla in  the high degree o f  skeptic ism toward medical care found in 
the lower socia l  c lasses.  Respondents in classes IV and V also pre­
fe r red  male,  middle-aged physic ians .  A l l  socia l  classes expressed a 
high degree o f  s a t is f a c t i o n  w i th  physicians and the treatment received  
from them. Most o f  the respondents also pre ferred  to see the same 
physician each t ime. This was occasional ly  mentioned as being a problem 
in the Community Health Center when the physicians were supplied on a 
ro ta t in g  basis from the U n ivers i ty  o f  Oklahoma Medical Center.
About 60 percent of  the respondents indicated th a t  they were in 
favor  o f  the Medicare program. Only s l i g h t l y  more than one th i r d  o f  
those in Social Class l - l l  indicated a favorable  reaction to Medicare 
whi le  three fourths o f  Social  Class V favored i t .  As a n t i c ip a te d ,  as 
age increased so did support o f  the Medicare program. A l l  socia l  classes
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were opposed to the extension o f  Medicare to cover, groups other  than 
those over 6 5 .
The need f o r  a permanent physician to  s t a f f  the Community Health  
Center was named most f requent ly  as the major heal th  problem in Wakita.  
S l i g h t l y  more than oqe f i f t h  o f  the respondents were unable to i d e n t i fy  
any heal th  problem in Wakita.  Most o f  these ind iv idua ls  were from 
Social Classes IV and V. Most o f  the o ther  heal th  problems mentioned 
were concerned with  improvement o f  the physical  environment.
A favorable  a t t i t u d e  was expressed toward the Community Health 
Center.  A large m a jor i ty  o f  respondents f e l t  the center was needed. 
However, the center was being u t i l i z e d  p r im a r i ly  by the upper social  
classes and those under 55 years o f  age. About 10 percent o f  the sample 
sta ted  they did not plan to use the Community Health Center.  A l l  but 
one o f  these ind iv idua ls  were age 65 or  o ld e r ,  and most o f  them were 
from Social  Classes IV and V.
Skepticism o f  medical care was not high in Wakita. Only 4 per­
cent scored in the high skepticism category and 32 percent in the medium 
high skepticism category.  Over 80 percent o f  the respondents were 
c lustered  near the mid-point  o f  the a t t i t u d e  sca le .  However, there were 
some s i g n i f i c a n t  social  class d i f fe rences  w i th  skepticism being highest  
in classes IV and V. Skepticism was greates t  in those who u t i l i z e d  
hea l th  and medical f a c i l i t i e s  the leas t  and had the lowest level  of  
hea l th  knowledge. Although not s t a t i s t i c a l l y  s i g n i f i c a n t ,  skepticism  
appeared to  be higher among those under 35 years o f  age than fo r  a l l  
o the r  age groups.
Dependency in the s ick  ro le  was found a t  higher levels  than 
skepticism of medical care .  But only 12 percent displayed a high
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degree o f  dependency and 70 percent scored in the medium-high dependency 
category.  Although there  were no s ig n i f i c a n t  d i f ferences by age, sex,  
education,  or social  c lass ,  dependency appeared to  be higher among those 
under 35 and over 65 years o f  age. Those ind iv idua ls  with  a high de­
pendency score did not make more v i s i t s  to see a physician than those 
w ith  lower dependency. However, they did r e f l e c t  a high score in the 
skepticism sca le .
Denial o f  the s ick  ro le  contained higher scores than any of  
the three a t t i t u d e  scales u t i l i z e d .  Less than 10 percent scored in the 
medium low category and no one scored in the low category.  A l l  other  
scores were in e i t h e r  the medium high o r  high categor ies.  The high 
scores on the denial  scale  could possibly be a fa c to r  in delay o f  medi­
cal care.  Although not s t a t i s t i c a l l y  s ig n i f i c a n t  denial  o f  the s ick  
ro le  demonstrated a tendency to  be s l i g h t l y  higher in Social  Class V 
than a l l  o ther  social  classes and also s l i g h t l y  higher in those i n d i v i ­
duals under 25 and over 65 years o f  age. A l l  o f  these groups had less 
u t i l i z a t i o n  o f  heal th  care and lower levels o f  heal th  knowledge than 
the remainder o f  the sample.
There was a p o s i t iv e  c o r re la t io n  between the skepticism of  
medical care scale and the dependency in the s ick  ro le  sca le ,  also a 
p o s i t iv e  c o r re la t io n  between the skepticism scale and the denial  o f  
s ick  ro le  sca le .  There was no s ig n i f i c a n t  c o r re la t io n  between the de­
pendency and the denial  scales .
I t  is evident  tha t the m a jo r i ty  o f  the people in Wakita support 
and plan to u t i l i z e  the Community Health Center.  However, fo r  adequate 
support the center  must a t t r a c t  consumers w i th in  a f i f t y  mile radius o f
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Wakita.  In order to a t t r a c t  ind iv idua ls  from outside Wakita and those 
in Wakita who are not now u t i l i z i n g  the center ,  i t  must become f i r m ly  
establ ished and meet the needs o f  i t s  consumers. Many respondents re ­
lated they were w a i t ing  to see i f  a permanent physician was secured 
before they moved t h e i r  medical records and used the center  fo r  the 
major i ty  o f  t h e i r  heal th  care .  Unless a t  least two f u l l - t i m e  physicians  
are reta ined by the c en te r ,  many of the benef i ts  o f  the program w i l l  
not be re a l i z e d .  The heal th  center has an opportuni ty  to make a t r e ­
mendous impact on the heal th  o f  the people o f  northwestern Oklahoma and 
to serve as an example fo r  supplying heal th  care to rural  areas. This 
w i l l  not be f u l l y  re a l ized  unless prevent ive  services and environmental  
control  a c t i v i t i e s  are included as a part  of  the to t a l  heal th  program. 
Greater e f f o r t s  must be made to reach the lower social  class and the 
e ld e r ly  since these are the groups who are u t i l i z i n g  the center l e a s t ,  
but t h e i r  heal th  needs are probably the greatest  of  a l l .
The problems encountered by the center are complex and have 
developed over a long period of  time; adequate solut ions  to these pro­
blems require  time and æ ecological  approach. Within f i v e  years th is  
study should be u t i l i z e d  as a base l ine  and add i t iona l  research should 
be conducted to  assess the impact o f  the heal th center  on the health  
care u t i l i z a t i o n  pa t te rns ,  heal th  knowledge and a t t i t u d e s ,  and the 
heal th status of the community.
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WAKITA-HEALT+1 STUDY 
Wakita,  Oklahoma
1969
Respondent_
Address
Age
Telephone_
Type of Dwell ing:
A.   Detached Single  Dwell ing D.  Hotel or Motel
B.  Apartment House E. ___ T r a i l e r
C.  Boarding House F. ___ Other
Time Started
Time Completed
Total  Time of Interview Date Completed
Interv iewer
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1. How long have you l ived here in Wakita or  in Wakita area (10 mile  
rad ius) Years
2. Where did you l i v e  before Wakita? How long?
Other Places o f  Residence: Years
a.
b  . ______________________________ ____________
c.
d  .__________________________________  _________
3. Where were you born?_________________________________________ __
4. What is your bi r thdate?
5. Are you now:
a  ._____Single
b  ._____Married
1. How old is your husband/wife?_________Years
c  . _____Wi dowed
d . Di vo reed
e  ._____Separated
How many ch i ld ren  do you have a t  home?__________
6. Do any other adults  l i v e  w i th  you?  i f  yes,  how many?_
7. Most o f  my questions are about h e a l th .  F i r s t ,  we would l i k e  to  know 
about your heal th  and the hea l th  o f  your fa m i ly .  How would you rate  
your own heal th  at th is  time? Is i t  e x c e l l e n t ,  good, f a i r ,  or  poor?
1 ._____Excel lent____________ 3 . _____ F a ir
2 ._____Good 4 . _____ Poor
8. Would you ra te  your husband/wife's heal th  at  th is  time as e x c e l le n t ,  
good, f a i r ,  or poor?
1 ._____Exce l lent____________ 3-_____ Fair
2  ._____Good 4 . _____ Poor
9. Do you have a family  doctor?  Yes  No
Name_________________________________________________
Town_________________________________________________
Kind o f  Doctor
When was las t  v i s i t
10. Where would you go to  see the doctor i f  you thought you might have 
something l i k e  a bad cold ,  the f l u  or sore throat?
Location_________   Distance___________________________
11. Where would you go to  see the doctor i f  you thought you might have 
a condi t ion such as high blood pressure o r  diabetes?
Location Distance
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12. Where would you go to  see a doctor fo r  something such as open- 
heart  or bra in  surgery?
Location___________________________  Distance_______________________
13- Have you or your husband/wife ever been to  see:
fype o f  Doctor 
or Healer
i ) M . D .
Respondent
Ever 
Vis i ted
I f  Yes, 
Last V i s i t
Where No. V is i t s  
Past Year
i f  No, 
Obj ect  
Going To
Reason fo r  
V i s i t
Spouse
Reason fo r  
V i s i t
j )Chi  ropractor  
Respondent
Reason fo r  
V i s i t
Spouse
Reason fo r  
V i s i t
: ) Osteopath 
Respondent
Reason fo r  
V i s i t
Spouse
Reason fo r  
V i s i t
j ) D e n t is t
Respondent
Reason fo r  
V i s i t
Spouse
Reason fo r  
V i s i t
î )  Re 1 i g i ous Heal er  
Respondent_____
Reason fo r  
V i s i t
Spouse
Reason
V i s i t
fo r
F )C hr is t .  S c i . Read.1 
Respondent______ j
Reason
V i s i t
fo r
Spouse
Reason
V i s i t
fo r
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14. Do you or any member o f  your fami ly  see a d e n t is t  at least once a 
year? R-Respondent S-Spouse C-Chi1dren
1 .____ Yes 2 . _ ____ _No 3 . _____ Don't Know
15. We wonder i f  you or any member of  your fami ly  have ever gone to  a 
doctor or medical c l i n i c  f o r  a "check-up" or examination even 
though you d i d n ' t  th ink  you had anything wrong with you or your 
fami1y member?
1 .____ Yes 2 . ______No 3 ._____ Don't Know
i f  yes,  about how long ago?___________
16. Do you or any of  your fami ly  members get a physical  check-up every  
year  on a regular  routine basis?
R-Respondent S-Spouse C-Chi1dren 
1 .  Yes 2 .  No 3 .  Don't Know
17. Have you or anyone in your fami ly  ever been admitted to the  
hospi t a l ?
Respondent :
Spouse:
C h i Id r e n :
1 . Yes 2. No 3. Don' t  Know
When was the l a s t  time?
Where?
What Reason?
Times Past 3 Years?
1. Yes 2. No 3 . Don' t  Know
When was the la s t  time?
Where?
What Reason?
Times Past 3 Years?
1 . Yes 2. No 3 . Don't Know
When was the l a s t  time?
Where?
What Reason?
Times Past 3 Years?
18. I would l i k e  to know how s a t i s f i e d  you have been with  the treatment
and the medical care received in the hospi ta l?
(Card 1.___Very s a t i s f i e d  2 . __ Somewhat s a t i s f i e d  3*___Just s a t i s f i e d
#1) 4 .___Not s a t is f a c t o r y __ 5 .__ D is s a t is f ie d  6 . ___Don't know
19. Some people go to  the same doctor a l l  t h e i r  l i v e s ,  but o thers ,  fo r  
d i f f e r e n t  reasons, change t h e i r  doctors and switch from one doctor  
to  another from time to t ime.  Have you stopped going to one doctor
and s ta r te d  going to  another in the las t  5 years?
I .  Yes 2 . _  No 3 .  Don't Know
How many times 
Last time 
Reason
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20.  Now, as you know, l i k e  anyone e ls e ,  some doctors are b e t t e r  than
other doctors .  Have you ever had any "bad" experience w i th  any
medical doctor which made you lose confidence in him?
1.  Yes 2 .  No 3> Don't  Know
I f  yes,  please e xp la in .
21.  People have personal preferences in most things and d i f f e r  in 
t h e i r  s a t is f a c t i o n  with th ings .  How s a t i s f i e d  have you been with  
the treatment and medical care received from medical doctors 
( M .D . ' s) up to now?
(Card 1.______Very s a t i s f i e d ______ k . _____Not s a t i s f i e d
#1) 2 ._____ Somewhat s a t i s f i e d __5 . _____D is s a t is f ie d
3 . _____Just s a t is f a c t o r y  6 . _____Don't  know
22. Some people th ink  a l l  medical doctors are p r e t ty  much the same. 
Others fee l  i t  is very important to see the same doctor a l l  the 
t ime. How importanc is i t  to  you to  see the same doctor each time 
you need him.
(Card 1._____Very important_________4 . _____Unimportant
#2) 2 . _____ Somewhat important 5 -_____Don't  know
3 ._____Not very important
2 3 . When you get s ick  do you p re fe r  to see a general p r a c t i t io n e r  or 
fami ly  doctor or a s p e c i a l i s t  in a p a r t i c u l a r  area of  medicine?
1 ._____ General p r a c t i t io n e r  3»______Doesn't matter
2  . _____S p e c ia l i s t  4 . _____Don't know
24. Please look at  th is  card w h i le  I ask you some questions about 
doctors,  and g ive me your answer from among those on the card a f t e r  
[ ask each question.  When consider ing going to  a medical doctor 
fo r  h e lp ,  how important would you personal ly  ra te  each of the 
fo l low ing  items?
(Card a. The medical school graduated from;
#2) 1 .  Very Important 3 .  Not very important
2 . _____ Somewhat important 4 . _____Unimportant
b. That he is a male doctor:
1 . _____ Very important________3 . _____Not very important
2  ._____ Somewhat important 4 . _____Unimportant
c.  How he acts or behaves:
1  ._____ Very important________3*_____Not very important
2  ._____ Somewhat important 4 . _____Unimportant
d. What he charges fo r  his serv ices:
1  ._____ Very important________3 ._____Not very important
2  ._____ Somewhat important 4 . _____Unimportant
e. Appearance o f  his o f f i c e :
1 . _____ Very important________3*_____Not very important
2  ._____ Somewhat important 4 . _____Unimportant
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f . That: he is an o lder doctor I
1. Very important 3. Not very important
2. Somewhat important 4. Unimportant
g- His w i l l ingness  to make house c a l l s :
1. Very important 3. Not very important
2. Somewhat important 4. Unimportant
h . Whether he practices alone or with  other doctors:
1. Very important 3. Not very important
2. Somewhat important 4. Un important
i . The distance from his o f f i c e  ■to my home:
1. Very important 3. Not very important
2. Somewhat important 4. Unimportant
j  • How he t rea ts  me:
1. Very important 3. Not very important
2. Somewhat important 4. Unimportant
k. The length o f  t ime you must w a i t  to see him:
1. Very important 3. Not very important
2. Somewhat important 4. Unimportant
1 . What hospi ta l  he pract ices in ;
1. Very important 3. Not very important
2. Somewhat important 4. Un important
m. How e f f i c i e n t  he is ,  that is , doesn't  waste any time
1. Very important 3. Not very important
2. Somewhat important 4. Unimportant
25.
2 6 .
Here is a l i s t  of  health problems that people sometimes have.
Have you been to ld  by a doctor th a t  you.or  a member o f  your family  
now have or have had any o f  the fo l lowing condit ions or problems
during the past two years? 
me i f  one perta ins to you. 
R-Respondent S-Spouse
I ' l l  read each one to  you and you stop
C-Ch i Id ren
a . heart  disease m. kidney trouble
b. high blood pressure n . asthma
c. stroke o. bronch i t i s
d. a r t h r i t i s  or rheumatism p. tuberculosis
e. stomach ulcer q- Parkinson's disease
f . gal 1 bladder t rouble r. m u l t ip le  sclerosis
g- diabetes s . emphysema
h . cancer (o f  any kind) t . hay fever
1. deafness Ü. mental i l lness
J • b l i  ndness V . prosta te  problem
k. rheumatic fever w. an accident
1. glaucoma
Do you or your husband/wife smoke c igare t tes?
Respondent Spouse
1. Yes 2. No 1. Yes 2. No
How long have you smoked? How 1on g have you smoked?
Packs smoked per day Packs smoked per day
_Yes 2 . ___ No 3 . ___ Don ' t know
Yes 2 .  No 3 . ___ Don ' t know
“Yes 2. No 3 .___ Don ' t know
n o
* l f  no, have you ever smoked?
Respondent Spouse
1.  Yes 2 .  No 1._____ Yes 2 . _____ No
Why d i d you qu11?
2 7 . Now we would l i k e  to learn something about your heal th  or hospita l  
I z a t lo n  Insurance.  Are a l l  members of your fami ly  covered by any 
kind o f  Insurance to help cover sickness or h o s p i ta l i z a t io n ?
I . _____Yes 2 . _____No 3*_____ Don't know
What members___________________________________________________________
I f  y e s , does I t  cover;
Any hospi ta l  costs:  1.
Any of the doctor 's  b i l l  or  
his care:  1.
Any surgery costs:  1 . ___  ___  
2 8 . Are you s a t i s f i e d  with  the coverage and b en ef i ts  of fered  by your 
Insurance?
1._____ Yes 2 . _____No 3 ._____ Don't know
2 9 . What are your opinions on Medicare?
1. Good Idea 2. Don't l i k e  I t  3* Don't know 
Why?
30 . Do you fe e l  Medicare should be a v a i l a b le  to  everyone regardless of  
age?
1.  Yes 2 . _____  No 3 .______Don't know
I f  no, why?
3 1 . Could you estimate  as c lose ly  as you can how much money your family  
spent a l l  l a s t  year for  medical b i l l s ,  Including drugs and any 
premiums you paid fo r  heal th  Insurance? (January -  December)
Medical b i l l s  and drugs________________
Insurance premiums_____________________
1 w i l l  now read you several  questions about heal th  and I l ln e s s .  Of the 
possib le answers I w i l l  read, please t e l l  me which one you feel  Is 
co rrec t .
32 . Tuberculosis o f  the lungs Is due to:
1 . _____Prolonged exposure to the cold 3 . _____Anemia and vitamin
2  . _In fec t ion  with  a germ defic iency
4.   Don ' t  know
33 . The most common type of  cancer In men Is :
1 ._____Lung cancer 3 . _____Prostate cancer
2. Cancer o f  the l i v e r  4. Don't know
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34. A stroke Is:
1 . _____A blood c lo t  In the hear t  3
2  ._____Blood c lo t  In the arms and
legs causing pa ra lys is  4.
_Hemorrhage or blood c lo t  
In the brain  
Don' t  know
35. The most common symptom of a stroke Is :  
1.  Severe chest pain spreading 3 -__
2 .
to  the arm 
Paralysis
Rapid and I r r e g u la r
hear tbeat
Don' t  know
36 . Persons with stomach ulcers o f ten :
1  ._____Have severe cramps and 3.
diarrhea
2  ._____ Have pain In the abdomen
r igh t  a f t e r  eat ing 4.
Jiave pain In the abdomen 
which Is re l leved  by 
eat ing  
Don' t  know
37 . Coronary thrombosis Is:
1 . A kind o f  cancer
2. The same as a stroke
3  ._____A blood c lo t  In a heart
a r te ry
4. Don't  know
38 . The most common symptom o f  coronary thrombosis Is:
39.
1 ._____ Rapid I r r e g u l a r  heartbeat
2  . _____Paralysis
A r t h r i t i s  Is a condit ion  In which: 
1.  The j o i n t s  are  p a in f u l ,
3 ..
4.
3 .
swollen or misshapen
2 .  The Joints  always become
completely s t i f f  and useless4.
_Steady pressing pain In 
the chest  
Don’ t  know
JThere are Imaginary j o i n t  
pains caused by nervous­
ness
Don' t  know
40. Asthma Is a condi t ion  In which there Is:
1 ._____A severe chest cold
2  ._____Wheezing and d i f f i c u l t y  In
breathing
3.
4."
_A fo rm.of  pneumonia 
Don' t  know
4 l . Leukemia Is:
1 .  A c a n c e r - l i k e  condit ion
2. A severe In fe c t io n
3  ._____A condit ion  re su l t in g
from Iron de f ic ie ncy
4. Don't know
42.
43 .
Which o f  the fo l low ing  kinds of  people would be most l i k e l y  to get 
diabetes :
1 .
27
People who are underweight 
People who have re la t i v e s
with diabetes
Diabetes Is:
1  ._____Contagious or "catching"
2  ._____Due to a poorly fu n c t lo n -
I ng 1 Iver
3 ..
4.
3 ..
4 .
People who eat  too much 
sugar
Don' t  know
More common in people who 
are overweight  
Don't know
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44. Cancer o f  the cerv ix:
1 . _____ Can be detected by a quick___3*_____Is almost always f a t a l
and r e l i a b l e  te s t  in the 
doctor 's  o f f i c e
2  . _____ Is common in middle age men 4 . _____Don't know
45. Water conta in ing small amounts o f  f lu o r id e s :
1  ._____ Is dangerous to  heal th________3*_____Gives a bad ta s t e  to  the
2  . _____ Helps prevent tooth decay water
4 ._____ Don't know
46. Some type o f  b i r t h  defect  is l i k e l y  to be present in the baby i f  
during the f i r s t  t r im e s te r  o f  pregnancy the expectant mother con­
tac ts  th is  disease:
1  . _____Measles (Red) 3 . ____ Rubella (German Measles)
2  . _____Chicken Pox 4 . ____ Don't know
47 . The most common cause o f  being overweight is:
1. Something wrong wi th  the 3 -_____Eating too much
glands of the body 4 . _____Don't know
2j_____ Inher i ted  from parents
48. The la rges t  co n tr ib u to r  to  the a i r  p o l lu t io n  problem in the United 
States  today is:
1 .  Industry 3 *_____Burning trash
2  ._____Automobiles 4 . ____ Don't know
49. How many people were k i l l e d  in automobile accidents las t  year in 
the United States?
1 . _____55,000 3 .____ 105,000
2  ._____20,000 4 . ____ Don't know
50 . Why is i t  important to pasteur ize  m i lk :
1 . _____So th a t  the cream w i l l  not r ise  to the top
2  . _____To improve the f l a v o r  o f  the m i lk  and make i t  more
d ig e s t ib le
3  ._____To k i l l  pathogenic b a c te r ia  tha t  might be in the m i lk
4  ._____Don't  know
5 1 . Excessive c ig a r e t t e  smoking:
1  .____ May slow a c h i l d ' s  growth 3 -______ Is no th re a t  to  a person's
2  .____ _Has been l inked to  high rates heal th
of lung cancer,  emphysema 4 . ____ Don't know
and several  o ther  diseases
5 2 . Name the three  leading causes of  death In the United States In 1968. 
1.  _______
2 . ______________________________________________
3 . ________________
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53. I w i l l  now read you a l i s t  o f  words; please give me the d e f i n i t i o n  
o f  each word or what each of the words mean to  you. Score: Ade­
quate -  Wrong or vague -  No Knowledge
a. In je c t io n
b . D i la t e
c. Amputate
d. Therapy
e. Abdomen
f . Germs
g . Autopsy
h . Tendon
1 . Sedative
j  • Intern
k . Cardiac
1 . Nerve
m. Cerebra1
n . O ra l ly
o. Respiratory
P- Appendectomy
q- MaiIgnant
r . Vomi t
s . Terminal
t . Pulse
5 4 .  Do you or anyone
you use to look up information on an I l ln e s s  or medicine?
I .  Yes 2 .  No 3 .  Don't know
I f  yes,  name of book(s)_______________________________________
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55. Occasional ly,  the radio and te le v is io n  have programs on heal th  and 
medical matters.  How in terested would you say tha t  you are in 
such radio and te le v is io n  heal th  programs?
(Card 1.____ Very in terested 4 . _  Not at  a l l  in te rested
#3) 2 . ____ Somewhat in terested 5 - _
3. Not much interested
"Don't know, c a n ' t  reca l l
Not
56. 
(Card
m
Could you t e l l  me where you got most o f  your own information about 
heal th  and sickness?
1 .
2 . '
3 . '
4."
5 . '
Doctor 
_Friend 
_Relat ive 
_Druggist 
Newspaper
6  ._____ Telev is ion
7  .____ Radio
8  .____ Cl in ic  or hospi ta l
9  .____ Books
10. Other
57. Have you or any members o f  your family  been immunized or vaccinated  
against the fo l lowing diseases in the la s t  4 years?
Family Member SmalIpox
Pol i o 
Oral
D.P.T.
D.T.
Children Only
Measles
Disease
Mumps Whooping Cough
1. Respondent
2. Spouse
3. Children
4.
5.
3 .
7.
58. I f  i t  were your r e s p o n s ib i l i t y  to  i d e n t i f y  some things that could 
be done to make Wakita a h e a l t h ie r  place in which to l i v e ,  what 
are some of the things that you would include on your l i s t ?  Are 
there  any heal th problems or heal th  needs in the community that  
you th in k  need attention?
59. Do you th ink  the Community Health Center is needed in Wakita; 
1  Yes 2 . _____ No 3 . ______Don't Know
60. Have you used the Community Health Center?
1.______Yes 2 . _____ No 3 . ______ Don't Know
I f  no, do you plan to  use the Community Health Center?
1. Yes 2.  No 3 .  Don't  Know
I f  no, why?
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61. Now I would l i k e  to read you a ser ies  o f  statements which people 
have made about heal th  and i l l n e s s .  From the l i s t  of  choices tha t  
I w i l l  hand you, t e l l  me how you fe e l  about each statement.
(Card a. I b e l ieve  in t ry in g  out d i f f e r e n t  doctors to  f ind which one 
#S) I th in k  w i l l  give me the best care .
1 .__ Strongly agree 4 .__ M i ld ly  disagree
2  .__ Agree 5. Disagree
3  .__ M i ld ly  agree 6 . __ Strongly disagree
b. When I am i l l  I demand to  know a l l  the d e ta i l s  o f  what is 
being done to me.
1.__ SA 2 .___ A 3 .  MA 4 .  MD 5 -____D__ 6 . __SD
c. 1 have my doubts about some things doctors say they can do fo r  
you.
1.__ SA 2 . ___ A 3 .  MA 4 .  MD 5 -____D__ 6 . __SD
d. When 1 th in k  I am ge t t ing  s ic k ,  I f ind  i t  comforting to t a l k  
to  someone about i t .
1.__ SA 2 . ___ A 3 .  MA 4 . ____ MD 5-____D 6 . __SD
e. When a person s ta r ts  g e t t in g  w e l l ,  i t  is hard to give up having 
people do things fo r  him.
1.__ SA 2 .___ A 3 .  MA 4 . ____ MD 5 -____D 6 . __SD
f .  I l ln e s s  makes a person a burden on other people around him.
1.___SA 2 .___ A 3 ,  MA 4 . ____ MD 5 .____D 6 . __SD
g. The t roub le  w i th  g e t t ing  i l l  is that you have to  depend on 
others around you.
1.___SA 2 .___ A 3 .  MA 4 . ____MD 5*____D 6 . __SD
h. The most important thing fo r  a s ick  person to understand is 
tha t  he needs outside help because he cannot help h imse l f .
I .__ SA 2 .___ A 3 .  MA 4 . ____MD 5 -____0 6 . __SD
i .  Sick people deserve more considerat ion than they usual ly  get.
1.___SA 2 .___ A 3 .  MA 4 . ____ MD 5 -____D 6. SD
j .  Many people act  s ic ker  than they are j u s t  in order to get 
sympathy.
1.___SA 2 .___ A 3 .  MA 4 . ____MD 5-____D 6 . __SD
k. Most sickness is due to  carelessness and wrong l i v in g  hab i ts .
] . ___SA 2._ A 3 .  MA 4 . ____MD 5.,___ D 6. SD
1. How fa s t  a s ic k  person gets w e l l  is due more to  his own e f f o r t s  
than to any p a r t i c u l a r  medicine he is tak ing .
1.___SA 2 .___ A 3 .  MA 4 . ____MD 5 -____D 6 . __SD
m. A person's heal th  is his own r e s p o n s ib i l i t y  j u s t  l i k e  any other  
part o f  his l i f e .
I . ___SA 2 .___ A 3 .  MA 4 . ____MD 5-____D 6 . __SD
We are j u s t  about f in is h e d ,  now I would l i k e  to ask a few questions 
about you and your fa m i ly .
62.  What was the l a s t  (highest)  grade you completed in school?
a. Grade ___ 1  2  3 4  5____ 6  7  8
b . High School ____1  2  3 ___ 4
c. College  1 2  3 ___ 4
d. Graduate or Professional School
e.  Business, t rade or technical  school 1 .  Yes 2 .  No
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63.  What was the la s t  (highest)  grade your husband/wife completed In 
school ?
a.  Grade 1 2  3 4 5 6 7 8
b.  High S d ^ l   — 1 2 2 )  -4
c. College  1 ___ 2  3 4
d.  Graduate or Professional  School__________
e. Business,  trade or technica l  school 1. Yes 2 .  No
64.  Do you have a job now?______ I f  yes,  what kind of  work do you do?
6 5 . What is your husband/wife's occupation?___________________________
66. F i n a l l y ,  1 wonder i f  you would answer one more question? Since 
f a m i l i e s  w i th  d i f f e r e n t  incomes usual ly  are able to  meet t h e i r  
f in a n c ia l  costs of  i l ln ess  d i f f e r e n t l y ,  we would apprec ia te  i t  i f  
you would k in d ly  t e l l  us which o f  the categories on th is  card 
best describes your t o t a l  fami ly  income fo r  the past year? Just  
give  me the l e t t e r  on the card which best f i t s  th is  amount.
(Card
ffS) a . _____Under $1,000___________________ e . _____$7,000 -  $8,999
b  ._____$1,000 -  $2,999________________f . _____$9,000 -  $9,999
c  ._____$3,000 -  $4,999________________g ._____$10,000 -  $14,999
d  ._____$5,000 -  $6,999_______________ h ._____$15,000 and over
APPENDIX B
118
TABLE 1
CORRECT RESPONSES TO HEALTH AND ILLNESS INVENTORY: 
BY SEX, AGE, EDUCATION AND SOCIAL CLASS'
MEAN SCORES
N X
Sex
Male 27 12.0
Feme 1 e 98 13.6
Total 125 13.3
Age
Less than 25 8 12.5
25 -  34 17 14.3
35 -  44 13 15.2
45 -  54 26 , 14.5
55 -  64 18 13.7
65 and over 43 11.6
Total 125 13.3
Educat ion
0 - 6 k 7.7
7 - 9 25 11.0
10 -  11 12 11.5
Highschool Graduate 52 13.6
Col lege,  1 -  3 21 16.0
College Graduate 7 15.1
Post Graduate 4 16.5
Total 125 13.3
Social  Class
l - l  1 14 15.3
11 1 31 13.9
IV 54 13.6
V 26 10.7
Total 125 13.3
higher score or number o f  correct responses the b e t t e r  informed the  
respondent.
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TABLE 2
CORRECT RESPONSES TO TWENTY MEDICAL TERMS: MEAN SCORES
BY SEX, AGE, EDUCATION AND SOCIAL CLASS*
N X
Sex
Male 27 11.4
Fema1e 98 12.6
Total 125 12.4
Age
Less than 25 8 12.7
25 -  34 17 14.8
35 -  44 13 13.9
45 -  54 26 13.3
55 -  64 18 12.2
65 and over 43 10.5
Total 125 12.4
Education
0 - 6 4 5.5
7 -  9 25 9 .2
10 -  11 12 11.4
Highschool Graduate 52 13.2
Col lege,  1 -  3 21 14.3
College Graduate 7 15.3
Post Graduate 4 17.0
Total 125 12.4
Social  Class
l - l l 14 15.3
i 1 1 31 13.0
IV 54 12.5
V 26 9 .8
Total 125 12.4
*The possible range on the twenty medical terms Is 0 -2 0 ,  the higher
the score or number of correct responses the b e t te r  Informed the
respondent.
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SKEPTICISM OF 
AGE,
TABLE 3
MEDICAL CARE: MEAN 
EDUCATION AND SOCIAL
SCORES
CLASS*
BY SEX,
N J
Sex
Male 27 I 1.9
Female 98 11.0
Total 125 1 1.2
Age
Less than 25 8 9 .6
25 -  34 17 10.3
35 -  44 13 11.4
45 -  54 26 11.3
55 -  64 18 11.0
65 and over 43 11.7
Total 125 1 1.2
Education
0 - 6 4 13.5
7 -  9 25 10.7
10 -  11 12 11.2
Highschool Graduate 52 10.8
Col lege,  1 -  3 21 11.8
Col lege Graduate 7 11.3
Post Graduate 4 13.0
Total 125 11.2
Social  Class
l - l l 14 12.5
11 1 31 11.3
IV 54 10.6
V 26 11.5
Tota 1 125 11.2
score the higher the degree of  skeptic ism.
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TABLE 4
SICK ROLE DEPENDENCY: MEAN SCORES BY SEX,
AGE, EDUCATION AND SOCIAL CLASS*
N X
Sex
Male 27 19.5
Fema1e 98 19.9
Total 125 19.8
Age_
Less than 25 8 19.1
2 5 - 3 4 17 19.1
35 -  44 13 20.2
45 -  54 26 19.6
55 -  64 18 19.9
65 and over 43 20.2
Total 125 19.8
Educat ion
0 - 6 4 18.7
7 -  9 25 19.9
10 -  11 12 20.7
Highschool Graduate 52 19.8
College,  1 -  3 21 19.2
Col lege Graduate 7 20.5
Post Graduate 4 20.7
Total 125 19.8
Social Class
l - l l 14 21.1
1 1 1 31 19.9
IV 54 19.6
V 26 19.5
Total 125 19.8
e is 6 - 3 6 , the
lower the score . the  higher the degree of  dependency.
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TABLE 5
DENIAL OF SICK ROLE: MEAN SCORES BY SEX,
AGE, EDUCmiON AND SOCIAL CLASS*
N X
Sex
Ma 1 e 27 10.3
Fema1e 98 10.7
Tota l 125 10.6
Age
Less than 25 8 8.1
25 -  34 17 10.4
35 -  44 13 11.2
45 -  54 26 11.3
55 -  64 18 11.2
65 and over 43 10.2
Tota l 125 10.6
Education
0 - 6 4 10.7
7 -  9 25 9.6
10 -  11 12 10.5
Highschool Graduate 52 10.7
Co 11ege , 1 - 3 21 11.3
College Graduate 7 10.0
Post Graduate 4 12.2
Tota l 125 10.6
Social  Class
l - l l 14 10.2
11 1 31 10.8
IV 54 10.5
V 26 10.6
Total 125 10.6
the score the higher the denial
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